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FEW YEARS ago discovered simple method 


worked the Starling heart-lung preparation 
the dog and applied electrodes the tip the 
right The electrodes were held place 
spring and did not pierce damage the 
auricle. also prepared burette containing 
acetylcholine, and could drive the solution into 
the superior vena cava slow uniform rate. 
When stimulated the atria for seconds 
frequency per second, this disturbed the 
rhythm, but soon the stimulation stopped the 
normal rhythm returned shown the electro- 
cardiogram (ECG). When infused the solution 
acetylcholine into the blood about mg. per 
minute, the rate the heart was slowed, but the 


was otherwise unaffected. The rhythm 


changed, however, when stimulated the atria 
during the infusion acetylcholine, for soon 
the stimulation stopped saw that the atria were 
fibrillating. They continued fibrillate without 
further stimulation for long the infusion 
acetylcholine continued. the infusion was stop- 
ped, fibrillation gave place flutter and then 
return normal rhythm within one minute. 

had hit means producing fibrillation 
and maintaining for long wished. 
could allow continue for minutes and 
then stop turn the burette tap. could 
start again times one experiment. Seen 
under these circumstances many experiments, 
atrial fibrillation scarcely appeared patho- 
logical seemed rather the 
physiological state appropriate the conditions 
imposed. 


VENTRICULAR FIBRILLATION 


Attention was turned later the ventricles 
see similar combination the two factors 
would also produce fibrillation them. the 
whole animal difficult study ventricular 


*Formerly Professor Pharmacology, Oxford University 
This address was delivered the author the University 
Toronto November 1960, the occasion the presenta- 
tion the 1959 Awards the Gairdner Foundation. 
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fibrillation since its onset leads cessation 
the coronary flow and death heart. 
Observations were therefore made the isolated 
rabbit heart perfused through the coronary system 
with modified Ringer’s solution. The perfusion 
then continued through the coronaries whatever 
the ventricular rhythm, Electrodes were applied 
the muscle the left ventricle; these could 
used for stimulation or, alternatively, leads 
the ECG. applied stimulation rates 
per second continuing for three minutes 37° 
This stimulation almost always caused fibrillation, 
but when the stimulation stopped the fibrillation 
reverted normal rhythm within two three 
minutes the majority were then 
able test the effect acetylcholine, see 
whether its presence stimulation would cause 
long-lasting fibrillation had been found 
carbamylcholine rather than acetylcholine 
might have been destroyed the alkaline perfu- 
sion fluid. found that the results were quite 
different from those the atria. The presence 
carbamylcholine did not alter the effect stimula- 
tion result long-continued 


ACETYLCHOLINE AND THE ACTION POTENTIAL 


were thus faced with different situation 
the two parts the heart. Under conditions 
which stimulation high rate did not itself 
cause fibrillation either the atria the ven- 
tricles, the presence acetylcholine caused fibrilla- 
tion occur the atria but not the ventricles. 
therefore considered what other change 
choline might cause the atria but not the 
ventricles. When cardiac muscle skeletal muscle 
rest there potential difference across the 
membrane the muscle cell which about 
millivolts (mv.), the inside being negative. When 
stimulus arrives, this charge disappears and the 
membrane depolarized; the depolarization initi- 
ates the contraction. The muscle cannot excited 
second time until the membrane repolarized. 
skeletal muscle, repolarization rapid, taking 
milliseconds. cardiac muscle, repolarization 
very slow, taking 150 200 milliseconds 
The changes potential from the moment de- 
polarization full repolarization are called the 
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action potential. Thus see that skeletal muscle 
the duration the action potential very short, 
but cardiac muscle very long. Until the action 
potential nearly over, that is, until repolarization 
nearly complete, the muscle cannot excited, 
and the duration the action potential approxi- 
mately the same that the refractory period. 


1953, Burgen and and also Hoff- 
man and showed that acetylcholine 
greatly shortened the duration the action poten- 
tial the atria. Hoffman and Suckling found, for 
example, the dog atria that acetylcholine might 
shorten the action potential from 150 msec. down 
msec. They also showed that acetylcholine 
had such effect the ventricle. the ventricle 
there was shortening. therefore wondered 
whether the effect acetylcholine facilitating 
fibrillation the atria but not the ventricles 
was due the effect the duration the action 
potential. 


The obvious way test this idea was deter- 
mine the effect fibrillation other factors 
known alter the duration the action potential. 
particularly interesting substance test was 
adrenaline, for adrenaline was shown Webb 
and prolong the duration the 
action potential the atria the rat. has also 
been observed Marshall (unpublished) that 
when the action potential the rabbit atria 
shortened acetylcholine, addition adrenaline 
then lengthens the duration the action potential. 

the ventricles adrenaline causes fibrillation 
during chloroform and facilitates 
fibrillation after stimulation the perfused ven- 
However, when infusion adrenaline 
was driven uniform rate into the superior vena 
cava, stimulation the dtria did not cause fibrilla- 
tion. the other hand, such infusion delivered 
into the blood the same time infusion 
acetylcholine prevented stimulation from causing 
fibrillation. could produce fibrillation stimu- 
lation during the infusion acetylcholine only, 
but failed produce fibrillation stimulation 
during the double infusion both acetylcholine 
and adrenaline, and could repeat these observa- 
tions several times Thus adren- 
aline which lengthened the atrial action potential 
was antifibrillatory effect. 


FIBRILLATION ISOLATED ATRIA 


were able produce fibrillation the iso- 
lated atria the rabbit heart. expected 
this stimulating them electrically after the addi- 
tion acetylcholine the bath, but this 
were not successful. However, when addition 
the concentration potassium the bath was 
reduced from 5.6 1.4 mM, then fibrillation 
was produced.® Vaughan showed that 
this reduction potassium reduced the duration 
the action potential isolated rabbit atria. 
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The effect temperature changes was studied 
the isolated rabbit atria. was surprising 
find that atria which were fibrillating 37° 
ceased fibrillate when the temperature was re- 
duced 27° some experiments the atria be- 
gan fibrillate again merely raising the tem- 
perature 37° found that the effect 
lowering the temperature isolated rabbit 
atria was lengthen the duration the action 
potential. The results obtained with changes 
potassium and with changes temperature were 
thus agreement with the hypothesis. 


OBSERVATIONS VENTRICULAR FIBRILLATION 


The most significant results studying 
cular fibrillation were obtained with factors which 
reduced metabolic activity. Thus Trautwein, Gott- 
found that cat papillary 
muscle stimulated 140 per minute the duration 
the action potential, that say the re- 
fractory period, was diminished oxygen lack. 
keeping with this found that hearts fibril- 
lated for indefinite time after electrical stimula- 
tion when the gas mixture used saturate the 
perfusion fluid contained only 47.5% oxygen 
instead 

lack glucose has also been shown shorten 
the action potential the rat atria, the shortening 
becoming greater the longer the time glucose 
found that when per- 
fused rabbit hearts with glucose-free solution for 
some time, stimulation caused persistent 
cular fibrillation. Some hearts perfused with glu- 
.cose-free solution for two and half hours began 
fibrillate spontaneously; this fibrillation was 
arrested when the perfusion fluid was changed 
one containing glucose. 

also determined the effect various sub- 
stances which inhibit Thus Macfarlane 
and found that dinitrophenol increased 
the rate repolarization the atrium and vent- 
ricle the frog, diminishing the duration the 
action potential. Dinitrophenol was found facili- 
tate fibrillation the rabbit ventricles, stimulation 
causing persistent fibrillation its presence. The 
effect was 

Another metabolic inhibitor sodium azide, 
which found would reduce the dura- 
tion the action potential the frog ventricle. 
keeping with this, found that the 
presence sodium azide, rapid stimulation the 
ventricles led persistent fibrillation. The effect 
sodium azide was reversible. 

third metabolic inhibitor sodium monoio- 
found that its presence 
the duration the action potential the atria 
the rat was shortened, and found that 
its presence rapid stimulation the ventricles 
caused persistent all cases sub- 
stances which shortened the action potential facili- 
tated fibrillation. 
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EXPLANATION FIBRILLATION 


considering the explanation fibrillation, 
must first remind ourselves that impulse can 
begin any point the atria and will travel 
everywhere from that point. That say, when 
fibre contracts, there spread excitation from 
other fibres which will also contract, they 
are excitable. Let then consider the situation 
where, the presence acetylcholine, stimulation 
the atria has caused fibrillation, This fibrillation 
will continue long the acetylcholine there, 
but will stop when the acetylcholine withdrawn. 
Why does the fibrillation stop? 

fibrillation the muscle fibres are not contract- 
ing simultaneously; they are contracting inde- 
pendently; they are out step with one another, 
out phase, When fibre contracts, excitation 
spreads from adjacent fibres, and when this 
excitation reaches adjacent fibres will cause them 
contract they are excitable. Now the pre- 
sence acetylcholine atrial fibres are repolarized 
very rapidly, and after contracting can re- 
excited very soon. Thus spread excitation from 
one fibre neighbouring fibres which are resting, 
being out phase, will cause them contract 
long acetylcholine keeps the action potential 
short. If, however, acetylcholine withdrawn, the 
action potential and the refractory period lengthen 
and atrial fibre which has contracted remains 
inexcitable for long time. When excitation 
spreads from neighbouring fibre which 
out phase, the excitation has result. Thus the 
fibrillation stops. 

These considerations not only explain why 
atrial fibrillation arrested cutting off acetyl- 
choline, but they further explain the reason for 
the long action potential, the long refractory 
period cardiac muscle, which may last for 200 
msec. more before repolarization complete. 
The purpose this long period inexcitability 
prevent fibres which are out step, out 
phase, from stimulating one another and causing 
fibrillation. 

Now order produce atrial fibrillation 
short period high frequency stimulation was 
necessary well infusion acetylcholine. 
The effect the high frequency stimulation was 
throw the atrial fibres out phase, rapid 
rate stimulation affects conduction, the velocity 
being diminished the rate rises, has been 
found several workers. The slowing conduc- 
tion increasing rate stimulation indicates 
that, the rate rises, conduction does not have 
time recover its normal value between each 
stimulus. 

The sudden onset asynchrony contractions 
among the fibres when the rate reaches certain 
high value suggests that the recovery conduction 
that point not only incomplete but 
that conduction along different atrial pathways 
goes different rates. 
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The results emphasize the relation between 
fibrillation and the amount energy available. 
Factors which reduced the energy supply all 
shortened the duration the action potential and 
all facilitated fibrillation. The view that energy 
required maintain long action potential and 
thus delay the return excitability has been 
expressed various observers. would explain 
the action adrenaline which the atria pre- 
vents acetylcholine from causing Ad- 
renaline may cause increase available energy. 
Why then does adrenaline have the opposite effect 
the ventricle, where the isolated perfused heart 
facilitates One explanation this 
that the ventricles the rabbit heart under 
perfusion conditions, the supply energy 
limited and, since adrenaline causes great in- 
crease rate and force contraction, there may 
insufficient energy maintain long action 
potential well. the whole animal adrenaline 
does not cause fibrillation, except the presence 
anesthetics like chloroform which probably in- 
terfere with the supply availability energy. 


SUMMARY 


appears unnecessary suppose that circus 
movement ectopic focus responsible for fibril- 
lation. The observations which have been made are 
consistent with the view that fibrillation arises because 
the fibres stimulate one another. 
fibres not contract synchronously, excitation spreads 
from one fibre which contracts another which 
resting. This excitation effective only when the re- 
fractory period abnormally short. The excitation 
then causes the resting fibre contract, and this 
turn gives rise spread excitation and on. 


The long refractory period cardiac muscle 
compared with that skeletal muscle protects the 
cardiac muscle from the consequence asynchrony 
among the fibres and therefore 
Energy required maintain the long refractory 
period, for when there lack oxygen glucose, 


the action shortened and fibrillation 
facilitated. 
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THE MANAGEMENT BLEEDING 
ESOPHAGEAL VARICES* 


SAMUEL KLING, F.R.C.S.[C], 
Edmonton, Alta. 


THE DEVELOPMENT and rupture esophageal 
constitutes the most devastating complica- 
tion portal hypertension. generally agreed 
that the patient who presents with hematemesis 
poses serious problem. When the source that 
hematemesis esophageal varices, the prognosis 
particularly Cohn and have 
recently reported their experience the San 
Francisco Hospital where they found that 21% 
all patients entering hospital with cirrhosis the 
liver were admitted because massive hemorrhage. 
Three-quarters these died from their first hemor- 
rhage. Welsh states that 80% all cirrhotic pa- 
tients with bleeding episode will dead within 
one year. recent review the experience the 
University Alberta Hospital and the Royal 
Alexandra Hospital Edmonton indicates that 
the years 1949 1959 there were patients 
admitted with established diagnosis eso- 
phageal varices. Ninety per cent these were ad- 
mitted because hematemesis. The majority gave 
history repeated admissions due hema- 
temesis. Only 10% died from the initial hemorrhage 
but 80% did die hemorrhage some time 
during the course their disease. This tends 
substantiate the thesis that the bleeding esophageal 
varix indicates very lethal disease process. 


The first problem the management this con- 
dition prove that the source the bleeding 
actually esophageal- varix. This often not 
easy do. Other conditions which may confuse 
the diagnosis are esophagitis with ulceration, acute 
superficial gastritis with erosion and hemorrhage, 
and peptic ulceration the stomach duodenum. 
this latter group cases, those with duo- 
denal and gastric ulcer, who pose the greatest prob- 
lems differential diagnosis. Certain data favour 
the diagnosis esophageal varices the source 
bleeding. These include history alcoholism 
hepatic disease. physical examination one 
may see the stigmata cirrhosis the form 
liver palms; spider angiomata; sparse pubic, axillary 
and facial hair; gynecomastia and testicular atrophy 
males. The laboratory can assist the diagnosis 
showing evidence liver damage when profile 
liver function tests performed. Those tests 
which have proved most valuable are the pro- 
thrombin time, bromsulfthalein retention test, and 
the blood ammonia level. 


Often will necessary resort specific 


diagnostic procedures establish the 


*Presented the 93rd Annual Meeting the Canadian 
Medical Association, Banff, Alberta, June 1960. 
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Fig. 1.—Radiograph from upper gastrointestinal series 
(barium meal) showing typical appearance esophageal 
varices. 


Those which have been found most useful are (a) 
esophagoscopy, (b) fluoroscopy with barium meal 
(Fig. 1), (c) percutaneous splenic manometry and 
portography advocated Panke, Rousselot and 
and (d) the use triple lumen tube 
described Blakemore.* With these aids, one 
can usually ascertain the source bleeding with 
considerable accuracy. 


MANAGEMENT THE PATIENT WITH 
ACTIVE BLEEDING 


The management the patient with active 
bleeding can best planned two phases. The 
first these control hemorrhage and the 
second treatment the underlying disease. 


Control Hemorrhage 


(a) Transfusion whole blood replace the 
blood loss mandatory. should borne mind 
that fresh blood has distinct advantage over blood 
stored for some time that has less free ammonia 
and probably has better clotting properties. 
therefore preferable use fresh whole blood. The 
amount and rate tranfusion will influenced 
the clinical response the patient shown 
the pulse, blood pressure and hemoglobin and 
hematocrit estimations. 

(b) triple lumen tube the Sengstaken-Blake- 
more type the Paton model has become 
standard tool which may employed control 
the bleeding, well assist the establish- 
ment the diagnosis this still doubt. The 
use the tube not complicated might 
appear first glance, but effective must 
used properly (Fig. 2). The tube passed until 
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Fig. 2.—(After Blakemore). Indicating the proper set-up 
for use the triple lumen tube. 


well within the stomach. The lower gastric 
balloon inflated with 150 The tube 
then drawn back the esophagus until the 
gastric balloon lodged securely the cardio- 
esophageal juncture. this point the esophageal 
balloon inflated. can seen from the dia- 
gram Blakemore, the esophageal balloon con- 
nected Y-tube inflating bag and 
mercury manometer. The pressure should kept 
approximately mm. Hg. There should 
movement the mercury the manometer with 
respiration. Instead taping the tube the pa- 
tient’s nose, prefer have this catheter attached 
If, when the esophageal balloon inflated, 
hemorrhage arrested determined aspira- 
tion through the nasogastric tube, the diagnosis 
ruptured varix the esophagus confirmed. 
Treatment consists maintaining the esophageal 
tamponade for hours. 


hemorrhage persists when the esophageal 
balloon inflated, the site the bleeding 
obviously lower level and may from varices 
the upper end the stomach from ulcer 
the duodenum stomach. The next step is. 
inflate the gastric balloon with much 400 c.c. 
air and increase the traction the catheter 
Arrest hemorrhage this maneuver indi- 
cates that the bleeding coming from ruptured 
varix the upper stomach wall. The treatment 
this event surgical. Within hours these varices 
should sutured because traction tamponade 
the stomach poorly tolerated. Heavy traction 
upon the nasogastric tube compressing the stomach 
wall between the balloon and the diaphragm not 
only intolerable the patient, but also causes rapid 
deterioration the gastric mucosa with ulceration. 


despite this latter maneuver, bleeding still 
persists, one must conclude that the bleeding 
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coming from lower level and usually due 
bleeding duodenal gastric peptic ulcer. 

(c) Some years ago posterior pituitary extract 
was used control severe hemoptysis patients 
with pulmonary tuberculosis. More recently this 
drug has been used for the control bleeding 
from esophageal varices. Schwartz* 
published article which reported good re- 
sults from the administration clinical units 
pituitrin intravenous solution glucose 
and distilled water, given over 20-minute period. 
This can repeated four-hour intervals neces- 
sary. The author has personal experience with 
this agent, but the reported results are encourag- 
ing and there appear few contraindications. 
One contraindication the use pituitrin the 
presence angina pectoris coronary artery 
disease. occasional patient complained diffuse 
crampy abdominal pain and urge defecate 
which lasted for half hour less. Schwartz re- 
ported that was able arrest the hemorrhage, 
this technique. The recent report Heimburger 
their experimental work with animals 
indicates that dogs the infusion pituitrin 
produces decrease portal blood flow and 
fall portal pressure associated with negligible 
increase arterial pressure, The use pituitrin 
for the control bleeding esophageal varices 
would seem worthy further trial. 

(d) approximately 15% cases, the triple 
lumen tube will fail arrest hemorrhage satis- 
factorily, hemorrhage may recur repeatedly after 
the tamponade released. these circumstances 
transesophageal ligation the varices advo- 
geons whether this should done the 
transabdominal transthoracic route. The author 
favours the transabdominal route for the following 
reasons: (1) approximately 20% cases with 
proven cirrhosis and portal hypertension there 
associated peptic ulcer, and this may the source 
bleeding despite the presence cirrhosis and 
esophageal varices. This fact can more readily 
determined and dealt with the transabdominal 
approach than transthoracic incision. (2) 
approximately 15% cases with esophageal 
varices the bleeding actually from varices the 
stomach. These are more readily managed through 
abdominal approach. (3) have yet see 
case where the esophagus cannot mobilized 
and the varices handled readily from below. the 
author’s experience there less morbidity asso- 
ciated with this approach than when, the chest 
opened. 

The mortality associated with transesophageal 
ligation will vary, depending upon the severity 
the illness and the degree impairment liver 
function the patient concerned. our small 
series cases, the mortality date zero. Bleed- 
ing has been arrested for six months 
least one instance, and there are cases reported 
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where further surgery was performed and bleed- 
ing was arrested for long three years. may 
that this good definitive therapy for the eso- 
phageal varix, although one does not advocate 
such but merely stop-gap measure tide 
the patient over the acute bleeding episode and 
permit the institution measures improve his 
general eondition the maximum possible degree 
order that may better withstand definitive 
surgical procedures. 

The use sclerosing agents applied the 
esophageal varix through esophagoscope not 
generally advocated but Fearon’ 
published his experience using this technique 
control bleeding children. his hands seems 
recommended for use general surgeons. Simi- 
larly, the use emergency veno-venous shunt 
not generally advocated, but and some 
other surgeons are using this procedure with in- 
creasing frequency and seem encouraged 
their results date. 


Treatment the Underlying Disease 


soon the bleeding arrested, steps must 
taken protect the already damaged liver 
attempt prevent hepatic coma. Assuming that 
hemorrhage has been arrested the triple lumen 
tube, one can then introduce saline cathartics 
through the gastric tube purge the gastro- 
intestinal tract accumulated blood. Oral broad- 
spectrum antibiotics should also given. Both 
these measures are aimed the inhibition the 
formation ammonia. The use 
recommended. The patient should given low- 
protein diet, and the use ammonium chloride 
ammonium exchange resins should avoided. 
Chloral hydrate preferred opiates for sedation. 
prolonged period bed rest also advocated. 

these measures are carefully followed, many 
patients will carried through the phase hemor- 
rhage, and the physician and surgeon can then plan 
more definitive measures prevent recurrence 
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bleeding. this phase the problem, there 
are still many questions answered. Detailed 
discussion the various surgical techniques for the 
prevention recurrent bleeding beyond the 
scope this paper. Those procedures which have 
been advocated various times are follows: (1) 
Splenectomy, (a) alone, (b) with spleno-renal 
shunt. (2) Ligation hepatic artery. (3) Ligation 
hepatic, splenic and left gastric arteries 
hoff). (4) Portacaval shunts, (a) end-to-side, (b) 
side-to-side, (c) double shunt.® 


Although the usefulness shunt surgery the 
treatment portal hypertension not sufficiently 
established justify its use prophylactic basis 
for the patient with esophageal varices who has not 
bled, the outlook for the patient with bleeding 
esophageal varix poor that one would re- 
luctant withhold shunt surgery from the patient 
who has survived massive hemorrhage from this 
source. The majority surgeons with experience 
this field are the opinion that portacaval shunts 
tend reduce the recurrent bleed- 
ing from esophageal varices. However, the opera- 
tion not without its unfortunate sequelae well 
considerable mortality. would appear that 
the real hope for the patient with cirrhosis lies 
the realm homotransplantation tissues. This 
may well the next great “break-through” 
surgery, but unfortunately there are still many 
obstacles overcome before donor livers can 
transplanted patients with hepatic cirrhosis. 
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PAGES OUT THE PAST: FROM THE JOURNAL FIFTY YEARS AGO 


PHYSICAL EDUCATION 


Among university students has been demonstrated that 
appreciable acceleration growth and weight can 
produced carefully supervised exercise, and this 
accompanied increase mental efficiency. The hunger 
for muscular exercise natural all growing children and 
young men must stimulated and théir 
efficiency even safeguarded, and medical edu- 
cation which ignores this problem can lay just claim 
completeness. Dr. Tait McKenzie, whilst remained 
Canada, taught this lesson incessantly, and has continued 
teach the United States from his chair the Uni- 


versity Pennsylvania. the annual dinner the faculty 
medicine McGill University February where 
was the principal guest, took the lesson anew. Some 
days later, namely, February reports were read from 
all the faculties meeting corporation remit 
which had been sent down them month previously. 
The faculties had been asked for opinion one aspect 
the case, namely, the physical examination all students 
entering the university, and they reported unanimously 
its favour. The corporation adopted the report, and next 
year the regulation will into from edi- 
Canadian Medical Association Journal, 265, March 
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INCIDENCE AND CLINICAL 
MANIFESTATIONS HODGKIN’S 
DISEASE AND RETICULUM CELL 
SARCOMA SASKATCHEWAN, 
1946-1959 


SPENCE MEIGHAN, M.B., Ch.B., 
M.R.C.P.(Lond.), 
Regina, Sask. 


1832, Thomas Hodgkin delivered address 
the Medicochirurgical Society London “Some 
morbid appearances the liver and spleen”. 
this lesion subsequently applied the name 
Hodgkin’s disease. Hodgkin’s original series 
there were seven patients who had lymph node 
enlargement, splenomegaly and cachexia, and died. 
re-examined the original specimens and found 
that three patients had Hodgkin’s disease 
presently diagnosed, one tuberculosis, one syphilis, 
one lupus erythematosus, and one lymphosarcoma. 
Hodgkin’s cases, therefore, were heterogeneous 
collection disorders, although they did include 
“his own disease”. 


study the incidence and clinical mani- 
festations malignant lymphoid tumours, certain 
difficulties are encountered, Difficulties making 
precise diagnoses stem from variation opinion 
among individual pathologists. There also fre- 
quent lack clear-cut histological definition be- 
tween the several components which comprise this 
group diseases, and absence single and 
universally accepted classification. 

Custer and stated that rigid classi- 
fication lymphatic tumours was artificial and 
confusing. view the transitions and combina- 
tions histological appearances observed, they 
considered that this group diseases should 
interpreted consisting several single neoplastic 
entities with numerous variants. 
the other hand, devised intricate subdivision 
which recognized many minor variations appear- 
ance, Other observers have followed middle 
course, and such classification, that 
has been followed this Lumb recognized 
three types tumour: (1) those made pre- 
dominantly lymphocyte-like cells (lymphosar- 
coma); (2) those made predominantly 
reticulum cells (reticulum cell sarcoma); and (3) 
those which there mixture cell types, with 
lymphocytes and reticulum cells predominating 
disease). 

relatively high proportion of. patients with 
lymphosarcoma develop leukemia. When this occurs 
the diagnosis becomes indistinguishable from 
chronic lymphatic leukemia. For 
lymphosarcoma has not been included this study 
but will considered investigation leu- 


*Senior Cancer Clinic Associate, Allan Blair Memorial 
Clinic, Regina, Sask. 
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kemia presently Reference there- 
fore will confined the incidence and clinical 
manifestations Hodgkin’s disease and reticulum 
cell sarcoma. 


attempt approach the true incidence 
Hodgkin’s disease and reticulum cell sarcoma 
Saskatchewan, three sources information have 
been used the collection this series patients. 

The first these was the case records the 
Saskatchewan Cancer Commission. This organiza- 
tion was established the Provincial Government 
1932 with the purpose extending compre- 
hensive diagnostic and treatment service for all 
residents the province suffering from cancer and 
allied disorders. Clinics were established the two 
largest cities, Regina and Saskatoon. These services 
were made available free charge residents 


the province 1944 but obtain them was 


required that the patient referred registered 
with the Clinics. The removal financial barriers 
has ensured the efficacy the Cancer Clinics 
case-finding estimated that 85% 
all patients with cancer and allied diseases 
the province 1948, were referred the Cancer 
Clinics. 


The records all patients whom diagnosis 
Hodgkin’s disease reticulum cell sarcoma had 
been made between 1946 and 1959 were withdrawn 
for study. The time diagnosis was judged 
the date referral the Cancer Clinics the 
date diagnostic biopsy, whichever was earlier. 
the Cancer Clinics, great emphasis placed 
upon the importance obtaining 
logical diagnosis. 

Two other sources information provided 
means whereby the numbers patients not seen 
the Clinics could computed. The first these 
was the examination all the death certificates 
issued the province during the period under 
study. All those bearing the names dis- 
ease reticulum cell sarcoma were cross-checked 
with the Cancer Clinic records. this showed that 
the patient had not been seen the Cancer Clinics, 
clinical information was then sought from the 
hospitals and doctors concerned and the diagnoses 
were re-assessed. the diagnosis was confirmed 
Hodgkin’s disease reticulum cell sarcoma, and 
the patient had not been seen either Cancer 
Clinic, the case was included the series and 
assigned the year when the diagnosis was made. 


provincial law Saskatchewan, any tissue 
which removed operation must submitted 
for pathological analysis. All the pathology reports 
issued during the period under study were ex- 
amined, and any report indicating diagnosis 
Hodgkin’s disease reticulum cell sarcoma was 
also cross-checked with the Cancer Clinic records 
and death certificate files, and included appropri- 
ate. 
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This work showed that only seven case records, 
additional those seen the Cancer Clinics, were 
obtained from the death certificate and pathology 
files. This means that 97.7% patients found 
have Hodgkin’s disease reticulum cell sarcoma 
were registered with the Cancer Clinics. 


The incidence figures thus obtained Saskatche- 
wan probably represent closer estimate the true 
incidence malignant diseases than available 
most centres. 


MATERIAL 


Table shows that 189 cases Hodgkin’s disease 
and 121 cases reticulum cell sarcoma were re- 
corded the 14-year period 1946-1959. Histo- 
logical confirmation the diagnosis was available 
each case. Two patients were discovered where 
diagnosis Hodgkin’s disease had been made 
clinical grounds alone; these cases were ex- 
cluded from the series. Any patient not resident 
Saskatchewan was also excluded. 


TABLE DISEASE AND RETICULUM CELL 
SASKATCHEWAN, 1946 1959 


Death 
certificates 
and Mean annual 
pathology incidence per 
Regina Saskatoon les Total 100,000 
disease 102 189 1.62 
Reticulum cell 
sarcoma 121 1.04 


INCIDENCE SASKATCHEWAN 


the census 1951, the nearest midway point 
the period under review, the population 
Saskatchewan was 831,728. There has been 
significant variation the total numbers. the 
population between 1946 and 1959. The occurrence 
189 patients with Hodgkin’s disease during 
14-year period gives mean annual incidence 
1.62 per 100,000 the population. 

Warwick and found mean annual 
incidence 1.74 Ontario, and 
incidence 2.15 Brooklyn, N.Y., but included 
several cases basis death certification alone. 
The U.S. Department Vital 1949 
gave death incidence 1.72. Frank’ found 
annual incidence 1.94 Liverpool. All figures 
are expressed per 100,000 the population. 

Information about the incidence reticulum 
cell sarcoma scant. 1949, the U.S. Department 
Vital Statistics quoted death incidence 0.25 
per 100,000. this series the mean annual inci- 
dence was 1.04 per 100,000. 


Annual Incidence 


Fig. gives the incidence Hodgkin’s disease 
and reticulum cell sarcoma for each year the 
period under study. The incidence 
disease does not vary significantly from year year. 
For reticulum cell sarcoma, however, the fluctu- 
ations yearly incidence are significantly greater 


Canad. 
Mar. 25, 196i, vol. 


HODGKIN’S DISEASE 
YEAR 
RETICULUM CELL SARCOMA 


Fig. 1.—Annual incidence Hodgkin’s disease and reti- 
culum cell sarcoma. 


than expected chance 0.01). regression 
analysis indicates that the incidence increasing 
0.86 per year. This regression coefficient highly 
significant 0.01). There therefore signifi- 
cant upward trend incidence reticulum cell 
sarcoma Saskatchewan over the 14-year period 
studied. 


Sex Incidence 


disease drawn from the literature, found that males 
comprised 69.7% the 1447 cases thus obtained. 
Hoster and quoted 62% predominance 
males, and Frank’ 66%. report 46.5% 
males his series patients with Hodgkin’s 
disease was the only instance which female 
predominance was recorded. this series 64.5% 
the patients were males, giving ratio 1.82:1 
males females. This ratio corrected for excess 
males the province the 1951 census becomes 
(Table 


TABLE 


Male: female 


Male (corrected for 

Male Female female population) 


YEA 
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DISEASE 


NUMBER PATIENTS 


NUMBER PATIENTS 


Fig. 2.—Age incidence Hodgkin’s disease and reticulum 
cell sarcoma. 


reticulum cell sarcoma, noted 2:1 
preponderance males over females. the present 
study the ratio was 2.27:1, and 2.09:1 when cor- 
rected for the sex incidence the population. 


Age Incidence 


From survey the literature seems es- 
tablished that Hodgkin’s disease most frequently 
affects young adults. found that the dis- 
ease most commonly occurred the 20-30 year age 
group. The average age Frank’s series was 
found predominance young adults their 
series. Reticulum cell sarcoma, the contrary, 
well accepted principally affecting older age 
groups. Jackson and found that 84% 
their patients with reticulum cell sarcoma were over 
the age years. 


The distribution the patients this series 
age shown Fig. Thus expressed suggests 
that Hodgkin’s disease most frequently affects indi- 
viduals the third decade life, while reti- 
culum cell sarcoma the incidence increases with 
advancing years. 


For correct appreciation the age incidence 
disease among any population, however, some 
account must taken the age distribution 
the population from which the patients are drawn. 
necessary, therefore, correct the age inci- 
dence these diseases order take into account 
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POPULATION SASKATCHEWAN 
INCIDENCE 
1951 


POPULATION THOUSANDS) 


AGE 


Fig. 3.—For explanation, see text. 


the number persons within each age group 
the province who are “at risk” from the diseases. 
Fig. shows the age distribution the popula- 
tion Saskatchewan 1951, and clearly demon- 
strates the numerical ascendancy its youth. When 
the age incidence Hodgkin’s disease and reticu- 
lum cell sarcoma correlated with the age the 
population, very considerable change the age 
incidence thus corrected observed. 


DISEASE 


MEAN ANNUAL INCIDENCE PER 100,000 


AGE 


RETICULUM CELL SARCOMA 


MEAN ANNUAL INCIDENCE PER 100,000 


AGE 


Fig. 4.—Age incidence (corrected for age the population) 
Hodgkin’s disease and reticulum cell sarcoma. 


RETICULUM CELL SARCOMA 
AGE 


634 DISEASE 


disease the age incidence curve definitely bi- 
modal. reticulum cell sarcoma the curve accentu- 
ates the occurrence the disease among the older 
age groups (Fig. 4). 


Miscellaneous 


Ethnic, geographical, occupational and religious 
differences were each investigated. None was found 
possess any association statistical significance 
with the incidence Hodgkin’s disease reticu- 
lum cell sarcoma. 


CLINICAL FEATURES 


Study the clinical features Hodgkin’s disease 
and reticulum cell sarcoma this series patients 
has advantage over similar studies from other 
centres virtue the fact that the clinical ma- 
terial unselected. The clinical features the 
time initial diagnosis only will considered; 
these features are particular importance they 
are the manifestations shown the patient when 
first seeks medical advice. 


far the most frequent initial symptom re- 
corded patients with Hodgkin’s disease was the 
lymphatic glands. This enlargement was usually 
painless and discovered the patient accidentally. 
Lymphatic gland enlargement was the initial symp- 
tom 52% patients. The other 48% presented 
with great variety initial symptoms, the com- 
monest which are included Table III. 


TABLE 


Hodgkin’s Reticulum 

disease cell sarcoma 

Enlargement lymphatic glands (52% (31%) 
Cough chest pain............ 7%) 1%) 
“Other” “not (19%) (36%) 


reticulum cell sarcoma also, the initial symp- 
tom most frequently encountered was enlargement 
lymphatic glands, but this was not prominent 
feature Hodgkin’s disease. Abdominal com- 
plaints were more frequent reticulum cell sar- 
coma than Hodgkin’s disease; further analysis 
showed some reasons for this. There was patient 
the Hodgkin’s disease group who had involve- 
ment the gastrointestinal tract the time 
diagnosis, while the patients the reticulum cell 
sarcoma group, there were seven with symptoms 
associated with primary reticulum cell sarcoma 
the stomach and two with primary disease the 
small intestine. The distribution the glandular 
enlargement (to discussed later) also influences 
the increased incidence abdominal complaints 


reticulum cell sarcoma. Patients with reticulum. 


cell sarcoma also tended have multiple initial 
symptomatology, shown the inclusion 36% 
the group “other” “not stated” Table III. 


Canad. 


Any patient who was unable distinguish one 
initial symptom was assigned this group. 

the duration symptoms before diagnosis the 
two diseases showed close similarity (Table IV). 
Sixty-four per cent patients with Hodgkin’s dis- 
ease and 68% with reticulum cell sarcoma had 
symptoms less than six months’ duration. 


TABLE SYMPTOMATOLOGY 


Hodgkin’s Reticulum 
disease cell sarcoma 
Less than one month........... (17%) (17%) 
More than one year............ (15%) (18%) 


The distribution the enlarged lymphatic glands 
shown Tables and VI. Considerable difficulty 
was encountered summarizing the various com- 
binations the groups glands clinically involved 
the disease. view this, two figures have 
been used. Table shows the most frequently in- 
volved group groups lymphatic glands. 


TABLE GLANDULAR INVOLVEMENT 


Hodgkin’s Reticulum 
disease cell sarcoma 

Neck and axilla................ (11%) (12%) 
Neck, axilla and mediastinum.... (10%) 1%) 
Neck and mediastinum......... (10%) 2%) 
Neck, axilla and groin.......... 6%) (10%) 
“Other” and “not (23%) 


(26%) 


Table represented the site glandular in- 
volvement irrespective the number such sites. 
If, for example, patient had enlargement glands 
the neck and the axilla, has been listed 
under each site. Similarly, three four groups 
glands were involved, has been listed the 
figures three four times. Bilateral involvement 
the same region has been represented once. 


TABLE VI. 

Hodgkin’s Reticulum 

disease cell sarcoma 


Differences the distribution the areas 
glandular involvement are apparent. Hodgkin’s 
disease, while involvement the glands the neck 
was the most frequent, increased occurrence 
mediastinal glandular enlargement and decreased 
incidence disease the abdominal lymph nodes 
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was found, both diseases involvement the 
superficial lymph nodes the upper part the 
body was more frequent than those situated in- 
feriorly. 

has been generally accepted that enlargement 
the spleen and the liver are usually present 
these diseases. With regard Hodgkin’s disease, 
Whitby and state that “The spleen 
almost always enlarged but not greatly the 
average case Hodgkin’s disease.” Cecil and 


Loeb? observe that the spleen becomes palpable 


50% cases, and Boyd! states that splenomegaly 
occurs 75% cases. Table VII shows that 
only 15.5% patients with Hodgkin’s disease and 


14% patients with reticulum cell sarcoma was 


splenic enlargement present the time diagnosis. 


TABLE THE SPLEEN 


Hodgkin’s Reticulum 
disease cell sarcoma 
Not palpably 147 (78%) (77%) 
Palpable cm. below the 
costal margin............... 8%) 6%) 
More than below the costal 


Similar observations can made for enlargement 
the liver (Table VIII). would appear that 
enlargement the spleen and liver frequent 
feature Hodgkin’s disease and reticulum cell 
sarcoma, must occur usually during the course 
the disease. 


TABLE THE LIVER 


Hodgkin’s Reticulum 
disease cell sarcoma 
Not palpably enlarged.......... 141 (75%) (77%) 
Palpable cm. below the 
More than below the costal 


Anemia also recognized frequent feature 
these diseases. Table shows the distribution 
the results estimation the hemoglobin value 
the time diagnosis. Only patients with 
Hodgkin’s disease and with reticulum cell sar- 
coma had hemoglobin value less than 60% 


TABLE VALUES 


Hodgkin’s Reticulum 
disease cell sarcoma 
Above (100%)............ (14%) (16%) 
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%). Anemia, therefore, not prominent 
manifestation these diseases their early stages. 


was observed Gilliam® that neither the inci- 
dence any disease nor the age incidence could 
computed from summation cases seen 
the majority hospitals. assemble incidence 
data from hospital cases, required that all 
persons definable population during specified 
period time who develop the disease enter that 
hospital, that the number sick people that 
population who and who not enter that 
hospital known, Endemiological evidence ac- 
quired from hospital data which not meet with 
the above requirements inadequate, and has 
status comparable clinical impression. 

Dameshek and stated that for obtaining 
information about the endemiology cancer, 
schemes where patients are reported central 
agency furnished useful estimates. Investigations 
this nature were thought probably produce the 
most secure results, but the same time uncertain- 
ties remained, chief which was regarded 
lack knowledge concerning the completeness 
reporting and the reasons for incomplete report- 
ing. They stated that “Unless areas for surveying 
are chosen with great care, the populations may 
differ substantially from the total population, and 
may not possible draw conclusions which 
can safely generalized.” 

The most general source data for all fatal 
cases diagnosed definable population has been 
from death certificates. Incidence studies derived 
are questionable value. 


The present study the incidence Hodgkin’s 
disease and reticulum cell sarcoma has been 
attempt achieve, nearly possible, the true 
incidence two neoplastic diseases. The consti- 
tution the population Saskatchewan known 
and definable, and only residents the province are 
entitled the free diagnostic and treatment 
services offered the cancer clinics. The majority 
the inhabitants the province are aware the 
availability these free services and the chances 
incomplete reporting the Cancer Clinics are 
small. This observation borne out the fact 
that exhaustive search the death certificates 
and the pathology files for the 14-year period under 
study detected only seven patients additional 
the 294 patients referred the Cancer Clinics. 
the patients discovered, 97.7% had been referred 
the Cancer Clinics. 


The incidence Hodgkin’s disease Saskatche- 
wan similar that reported elsewhere, but the 
incidence reticulum cell sarcoma considerably 
greater than other series. One reason for this 
difference may that patients who die with 


unconfirmed malignant lymphoid tumour will 


diagnosed probably having had Hodgkin’s dis- 
ease rather than reticulum cell sarcoma. differ- 
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entiation between the diseases cannot made 
clinically, incidence data derived from series which 
include significant proportion cases with histo- 
logically unsubstantiated diagnoses, will show bias 
toward Hodgkin’s disease and away from reticulum 
cell sarcoma. 

spite the highly significant statistical evi- 
dence that reticulum cell sarcoma increasing 
annual incidence over the 14-year period studied, 
the figures should interpreted with some caution. 
Before increased annual incidence can re- 
garded entirely proved, the upward trend should 
observed continue for further period 
approximately five years. 

With regard age incidence, obviously 
fundamental importance relate the age incidence 
the age distribution the population from 
which the patients were derived. While this cor- 
rection merely accentuates the observation that 
reticulum cell sarcoma disease advancing 
years seen the uncorrected age incidence figures, 
different change effected for Hodgkin’s disease. 
The age incidence when corrected becomes defi- 
nitely bimodal. notes that bimodal 
age incidence curves are unusual and suggests that 
either different etiological mechanisms are oper- 
ating different periods the age span, the 
disease occurred the two age groups most 
frequently affected might such fundamental 
area that would not seem appropriate consider 
the condition single disease. Such observations 
are, however, highly speculative. 

From the clinical standpoint interesting 
observe that the superficial lymphatic glands the 
upper part the body are more frequently affected 
than those situated inferiorly. The rarity popli- 
teal and epitrochlear glandular affection also 
noteworthy. obvious reasons for this distribu- 
tion glandular disease can suggested; nor can 
any reason advanced for the increased media- 
stinal involvement Hodgkin’s disease and the 
greater incidence involvement the abdominal 
nodes reticulum cell sarcoma. 

The absence palpable enlargement the 
spleen liver should not reduce suspicion 
diagnosis Hodgkin’s disease reticulum cell 
sarcoma when patient complains the painless 


enlargement group groups lymphatic 
glands. 
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SUMMARY 


The unusual opportunities existing Saskatchewan 
for obtaining information about the incidence and the 
clinical manifestations unselected group 
patients with cancer and allied disorders are described. 
The methods which attempt has been made 
approach the true incidence two malignant diseases 
(Hodgkin’s disease and reticulum cell sarcoma) are 
enumerated. 


While there evidence suggest that the yearly 
incidence Hodgkin’s disease remaining constant, 
that reticulum cell sarcoma showing statistically 
significant upward trend. Factors influencing incidence 
are examined. For the compilation accurate age 
incidence figures, the importance taking into account 
the age the population from which the patients are 
derived stressed. 


Painless enlargement lymphatic glands the most 
usual initial symptom. The distribution glandular in- 
volvement described. Enlargement the spleen 
the liver not usually present the time diagnosis 
either disease. Anemia-is not prominent early sign. 


The author deeply grateful Dr. Whittick, who 
conjunction with whom the review death certificates 
pathological findings was carried out. would also like 

express gratitude Mrs. Moore and the 
staff the Statistical Department the Allan Blair 
Memorial Clinic. 
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PAGES OUT THE PAST: FROM THE JOURNAL FIFTY YEARS AGO 


THE CLINICAL CONGRESS THE 
SURGEONS NORTH AMERICA 


Although the majority readers may not agree with 
the writer the American Journal Clinical Medicine 
who, describing the work accomplished this congress 
last made the statement that showed that 


the best surgical work the world being done 
Chicago, all must agree that the meeting was one great 
importance. The fact that twelve hundred surgeons from 
all parts the United States and Canada were present 
would itself its “Retrospect 

Medical Association Journal, 279, 


Surgery”, 
March 1911. 
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EXPERIENCE WITH VITRO 
TEST THYROID FUNCTION— 
THE RED BLOOD CELL UPTAKE 
LABELLED WITH RADIOACTIVE 
IODINE* 


PAUL WALFISH, M.D.,t AMY BRITTON, 
ROBERT VOLPE, and 
CALVIN EZRIN, M.D.,§ Toronto 


1957, Hamolsky al. reported their methods 
for test performed vitro which 
measured the uptake 
nine human red blood cells the 
presence human plasma.? Significant differences 
between the various thyroid states were reported, 
provided that none the non-thyroidal conditions 
influencing the test were Subsequently, 
other investigators, using either the method 
Hamolsky al. some modification thereof, have 
reported their experience with this and have 
confirmed its value additional measure 
thyroid function. initially would 
appear that the test measures the 
plasma protein binding sites for 

The test (the red cell uptake test, i.e. the 
calculated uptake the red cells 
thyronine labelled with radioactive iodine) has 
been investigated our laboratory the past year 
diagnostic aid thyroid disease. 


MATERIALS AND METHODS 


Two hundred and forty determinations have been 
performed patients with various clinical states 
well healthy volunteers. 

the patients studied, thyroid status was de- 
termined independently the R.C.U. test clini- 
cal evaluation (including subsequent response 
iodine test was determined all patients 
(euthyroid range—3.5 6.5 per 100 ml.) and 
24-hour thyroid radioactive iodine uptake most 
(euthyroid range—14-40% 

For the most accurate and reproducible results 
the test have observed the following 
precautions: (1) Siliconed glassware used 
throughout. (2) The test performed the blood 
within hours sampling. 

The method employed that originally de- 

Ten-millilitre samples oxalated venous blood 
are used for the test (citrate heparin may also 


*From the Departments Medicine and Pathological Chem- 
istry_of the University Toronto and the Clinical Investiga- 
tion Units Sunnybrook (D.V.A.) and Toronto General Hos- 


pitals. 
Research Fellow, Department Medicine, Univer- 
sity Toronto. 
Associate, Department Pathological Chemistry, 
University Toronto. 

Research Fellow, Department Medicine, University 
Toronto. 

§Associate, Department Medicine, University Toronto. 
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AND OTHERS: TEST FUNCTION 


After adequate mixing, duplicate hemato- 
crits are performed the standard method, and 
two 3-ml. aliquots whole blood are measured 
into 10-ml. Erlenmeyer flasks. Tracer amounts (10 
0.1 c.c. each flask that there are approxi- 
mately the same number counts per ml. whole 
blood from day day. The flasks are tightly 
stoppered and incubated for two hours Dub- 
noff metabolic shaker water bath 37° Dupli- 
cate aliquots whole blood are taken from 
each flask and are counted well scintillation 
counter level accuracy. The red blood 
cells are washed five times tenfold dilution 
isotonic saline and the supernatant separated 
each time centrifugation (3000 r.p.m. for 2.5 
The radioactivity the washed erythro- 
cytes then counted. The results the red blood 
the whole blood, corrected 100% hematocrit, 
R.C.U. 
r.b.c. counts/ml. 
whole blood counts/ml. 100 Het. 


(average duplicates 


RESULTS 
AccuRACY METHOD 


four separate runs, six aliquots given 
blood sample were tested with resultant standard 
deviation 0.5 0.8%. Twenty determinations 
blood samples taken periodically from the same 
euthyroid person over six-month period had 
mean R.C.U. value 14.7 with standard 
deviation 1.3. 


Euthyroid Results 


determinations (89%) had R.C.U. 
values between 12.5% and 18.5%. Four results 
were below 12.5%, the lowest being 11.7%. 
the six patients with values greater than 18.5%, two 
were clinically euthyroid four and nine months after 
radioactive iodine therapy. Other investigators” 
have described similar cases with delay the 
return the R.C.U. normal after adequate 
therapy for hyperthyroidism. 


Hyperthyroid Results 


determinations (83% were greater than 
18.5%. The results these determinations have 
been classified according the type goitre and 
the presence absence previous therapy, i.e. 
antithyroid drugs, radioactive iodine surgical 
ablation the thyroid gland (see Table I). 

None the patients with untreated diffuse toxic 
goitres had values below 18.5%, and all but five 
these were greater than 22.5%. 


Three previously treated cases diffuse toxic 
goitre, still clinically hyperthyroid, had R.C.U. 
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AND OTHERS: TEST THYROID FUNCTION 


Number Number Number Number 
Diffuse, 
II. Diffuse 
Nodular, 
IV. Nodular, 
Thyrotoxi- 


values ranging from 14.9 15.7% although their 
serum protein-bound iodine concentrations were 
greater than 8.0 per 100 ml. 


The remaining eight patients with than 
18.5% had untreated toxic nodular goitres. seven 
these patients the 24-hour thyroid uptake 
was less than 48% (upper limit normal 40%), 
whereas only two cases was the serum protein- 
bound iodine concentration less than 7.5 per 
100 ml. (upper limit normal 6.5 per 100 ml.). 

R.C.U. tests performed five patients with 
nodular goitres, still toxic despite previous therapy, 
and three persons with thyrotoxicosis factitia, gave 
values less than 18.5%. 

Table also illustrates that the R.C.U. 
values greater than 22.5% occurred cases 
diffuse toxic goitre. Furthermore, these 
values were obtained from patients who had not 
received any therapy for their diffuse hyperthyroid- 
ism. 

contrast, none the determinations euthy- 
roid patients receiving thyrotoxic doses thyroid 
hormones (thyrotoxicosis factitia) exceeded 22.5%, 
despite the daily administration much 


thyronine. 


Hypothyroid Results 


determinations (77%) were less than 
12.5%. The eight values that were greater than 
12.5% have been classified according the etiology 
the hypothyroidism and the presence absence 
previous thyroid therapy (see Table 


Number Number Number 
Classification patients >12.5% 
Primary, inadequate 
IV. Iatrogenic, inadequate 
Pituitary insufficiency, 
untreated........... 


those cases hypothyroidism that 
result after therapy for another disease, e.g. therapy, 
surgical subtotal thyroidectomy and drug for hyper- 
thyroidism iodide-induced myxedema. 
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Only one case the untreated primary hypo- 
thyroidism group had R.C.U. greater than 12.5. 
This patient had chronic thyroiditis (confirmed 
needle biopsy) and serum protein-bound iodine 
value 1.1 per 100 ml. 

Four patients, classified having primary 
thyroidism with inadequate thyroid therapy, had 


R.C.U. values ranging from 13.1 15.2% 


though they had received only few small doses 
thyroid hormone. 


One patient, classified untreated iatrogenic 
hypothyroidism, had R.C.U. 12.9 with 
marked clinical manifestations myxedema three 
months after subtotal thyroidectomy for hyper- 
thyroidism. 


The two patients the group labelled iatrogenic 
hypothyroidism with inadequate thyroid therapy 
had stopped their thyroid replacement therapy four 
six weeks before the test, yet each had R.C.U. 
results 13.5% with serum protein-bound iodine 
concentrations below per 100 ml. 


Selection Euthyroid Range 


From consideration the above data, 
euthyroid range 12.5% 18.5% was selected. 
The distribution values the various thyroid 
states illustrated Fig. 


Euthy roid 
n=89 


Hyperthyroid 
n=66 


Uptake 


Fig. 1.—Frequency distribution thyroid status and R.B.C. 
uptake. 


FACTORS 


Significant Effect R.C.U. Result 


has been reported that such clinical factors 
colloid and non-toxic nodular goitres, thyroid carci- 
noma, exogenous iodine, anxiety, congestive heart 
failure hepatic failure), hypertension, ad- 
ministration mercury and some endocrinopathies 
not significantly alter the 

Table III summarizes the results obtained 
patients who had been contaminated with iodine 
compounds. The R.C.U. almost every case 
gave accurate measure thyroidal status, even 


4 ' ! 
Cases 
\\ 
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Thyroid 

status Patient hours 
Euthyroid E.W. 17.3 13.9 
P.G. 14.6 11.0 
H.W. 13.9 26.5 
13.4 6.6 
F.B. 14.2 
D.L. 18.9 17.0 
19.9 10.8 
ES. 21.7 13.0 
11.7 8.3 


*Too high read. 
—Not tested. 


though the serum protein-bound iodine and 24- 
hour thyroid uptake values were distorted. 


Factors Altering the R.C.U. Result 


significant decrease the R.C.U. has been 
demonstrated during normal pregnancy, functional 
hyperestrogen states (e.g. estrogen therapy, func- 
tional uterine bleeding, ovarian tumours, etc.), and 
propylthiouracil iodine therapy for hyperthy- 

significant increase the R.C.U. may occur? 
the patient taking anticoagulants such di- 
coumarol heparin, suffering from such 
clinical conditions renal disease (especially ne- 
phrosis), severe liver disease, severe metastatic 
malignancy, severe pulmonary insufficiency, parox- 
ysmal atrial arrhythmias** polycythemia rubra 

Fig. summarizes our experience with few 
these conditions. 


Liver Disease 


Fig. 2.—Effect non-thyroidal factors the R.B.C. 
uptake. 


When added plasma, labelled with 
radioactive iodine bound certain 
plasma whole blood, the plasma 
binding sites compete with the red blood cell 
binding sites for the However, 
bound less firmly than the thyroxine 
binding proteins the and more 
left for red cell binding. The resultant euthyroid 
range for the R.C.U. test using only 
compared with 12.5-18.5% using 
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for the R.C.U. test provides more useful 
range values for detecting abnormalities 
thyroid function. 

observing the effects combining euthyroid 
red blood cells with hyperthyroid plasma and 
hyperthyroid red blood cells with euthyroid 
has been shown that the thyroid 
status the plasma donor and not the red 
blood cell donor that determines the R.C.U. 
Moreover, electrophoretic studies human plasma 
from those clinical conditions known ac- 
companied R.C.U. values the hypothyroid 
17, 19-21 demonstrated increase 
the ability thyroxine-binding protein bind 
added thyroid hormone. The converse has also been 
well demonstrated for some the clinical condi- 
tions which there are R.C.U. values the hyper- 
thyroid These observations are accord 
with the current theory that test measures 
indirectly the ability certain unsaturated plasma 
proteins bind added 

The classification the hyperthyroid patients 
Table reflects interesting differences between 
the different types hyperthyroidism. The R.C.U. 
was borderline most cases untreated nodular 
toxic goitre when the serum protein-bound iodine 
and 24-hour thyroid uptake determinations also 
were borderline. However, the untreated diffuse 
toxic goitre cases, the R.C.U. was greater than 
determinations greater than 22.5% occurred cases 
diffuse toxic goitre (Table I). Therefore, there 
not only appears difference the plasma 
thyroxine-binding capacity these two diseases, 
but the results also suggest that diagnosis 
nodular hyperthyroidism should reconsidered 
R.C.U. greater than 22.5% obtained, The 
latter consideration may perhaps useful pre- 
venting hypothyroidism therapy given 
with radioactive iodine. The administration large 
doses exogenous thyroid three euthyroid pa- 
tients (thyrotoxicosis factitia) failed elevate the 
R.C.U. the same levels the cases un- 
treated diffuse hyperthyroid spite total serum 
thyroxine triiodothyronine concentrations that 
were least great. Similarly have observed 
that when normal serum enriched vitro with 
the same serum levels were found 
hyperthyroidism, the failed increase 
similar values (unpublished data). 

These findings further support the theory that 
the plasma Graves’ disease differs from euthyroid 
plasma its ability transport and bind thyroid 
hormones. Richards al. have also suggested that 
there may Graves’ disease abnormal 
thyroid hormone—plasma protein and/or 
decrease thyroxine-binding pre-albumin ca- 

the hypothyroid cases six the eight de- 
terminations greater than 12.5% were associated 
with recent thyroid hormone therapy. This finding 
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who have suggested that the R.C.U. test could 
serve useful guide the adequacy thyroid 
replacement (especially when 
thyronine given). our experience, the serum 
protein-bound iodine correlated more closely with 
the clinical thyroidal status during thyroid hormone 
therapy than did the R.C.U. test. 

The main clinical application the R.C.U. test 
appears cases iodine contamination, for, 
illustrated Table III, the R.C.U. gave 
accurate measure thyroidal status although the 
serum protein-bound iodine and 24-hour thyroid 
uptake values were invalidated. Furthermore, 
the test avoids the administration radioactivity 
the patient. 

normal pregnancy will decrease the R.C.U. 
less than 12.5% from the eighth week gestation 
the second week post this basis, 
has been suggested diagnostic test preg- 
nancy. the several cases that did not show this 
response, the pregnancy usually Our ex- 
perience has been inadequate confirm whether 
this test may helpful detecting cases hyper- 
thyroidism during pregnancy. Ureles and 
have shown that large doses thyroid during preg- 
nancy can elevate the R.C.U. the euthyroid 
range. 

obvious that the R.C.U. test, like the other 
tests thyroid function presently available, has 
features which limit its usefulness. However, since 
measures additional parameter thyroid 
function, may assistance certain clinical 
problems. 


SUMMARY 


Two hundred and forty determinations the 
R.C.U. test have been performed the method 
Hamolsky and correlated with thyroid status 
the basis euthyroid range 12.5-18.5%. 
Seventy-nine determinations (89%) the euthy- 
roid group were within this range. Fifty-five test 
values (83%) the hyperthyroid group were greater 
than 18.5%, with all the normal R.C.U. values occurring 
the untreated nodular and previously treated diffuse 
thyrotoxic patients. Twenty-seven determinations 
(77%) the hypothyroid group were below 12.5%, 
but six the eight normal R.C.U. values were asso- 
ciated with the recent administration thyroid hor- 
mone therapy. 

The results the test cases iodine con- 
tamination indicate that the R.C.U. not significantly 
altered iodine contamination and correlates well with 
clinical status spite interference with the serum 
protein-bound iodine and 24-hour thyroid uptake. 

There are number non-thyroidal clinical con- 
ditions (see Section IIIB “Results” and Fig. 
which may influence the R.C.U. test; these must 
eliminated before accurate correlation with clinical 
status can achieved. 


standardized technique must established for 


each step the test obtain consistent results. Several 


precautions the method the test have been sug- 


gested help maintain constant experimental con- 
ditions. 
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The chief advantages the R.C.U. test over the 
other tests thyroid function are that not sig- 
nificantly influenced iodine contamination; avoids 
the administration radioactivity the patient; and 
provides another aspect thyroid physiology 
measuring the ability certain unsaturated plasma 
proteins bind added 


The authors are indebted the Ontario Cancer Institute 
for generously supplying the labelled with 
radioactive iodine; Miss Huber, Mrs. Leewens and 
Mrs. DePinto, for performing the serum protein-bound 
iodine determinations; and Professor Dauphinee for 
his helpful comments and criticisms during the preparation 
this paper. 


Since this article was prepared, method calculation 
has been published describing improved hematocrit cor- 
rection for use the R.C.U. the test.26 The 
calculation assumes that the binding the red blood 
cells follows the law mass action. Therefore, the amount 
bound will function the red cell mass and the 
concentration the plasma. The red blood cell 
mass may considered proportional the hematocrit 
and the concentration the plasma then will 
inversely proportional the fraction the 
added the becomes bound the 
red blood cells designated (F), the following formula 
can derived: 


the amount binding. 


“K” (1-H) 
(1-F) 


The results that have been presented this paper were 
obtained from the formula suggested Hamolsky al.: 


recalculation our data the improved hematocrit 
correction formula Adams al. for has been done 
and the values obtained have been compared the 
R.C.U. values (see Table IV). 

The “K” method did not improve the correlation the 
thyroid status the R.C.U. our series, 
that both methods showed the same number cases 
outside the range values for their thyroid status. 


TABLE IV.—A THE THYROID 


Euthyroid 
Hypothyroid 
Hyperthyroid 
(untreated) 
(untreated) 
Diffuse 22.4 5.29 .1561 .0535 


(previous treatment) 


(previous treatment) 
RANGE 18.5 .0850 .1150 


However, when the hematocrit value was outside the 
40% range, the improved hematocrit correction did give 
result that was clinical status five cases. 


| | 
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VENTILATION 
FUNCTION PATIENTS 
WITH ASTHMA 


STUDY MEAN MAXIMAL 
EXPIRATORY VOLUME VELOCITY 
(FLOW RATE) DETERMINED 
SPECIAL APPARATUS 


BEECHER CHAPIN, and 
LAZARUS LOEB, 


THE past decade important advance under- 
standing the physiology asthma has been_the 
realization that there often altered pulmonary 
function during the symptom-free periods exper- 
ienced ‘asthmatic patients prone recurring 
attacks wheezing other respiratory symptoms. 
Prior this recent awareness the true meaning 
asthmatic patients, tended consider the disease 
absent during the symptom-free periods. Evidence, 
however, has been accumulated show the pres- 
ence some pulmonary dysfunction the majori- 
apparently symptom-free asthmatic patients 
carrying normal physical activities, even those 
times when signs pulmonary disease are 
apparent routine physical examination. That this 
altered pulmonary function exists the symptom- 
free asthmatic was perhaps suggested physicians 
who made frequent vital capacity determinations 
while following the asthmatic patient over 
period years. The point has gradually been 
clarified the increaséd use more complex 


studies pulmonary function asthmatic patients. 


the management the patient with chronic 
bronchial asthma, important estimate the 
amount permanent damage the lung tissue 
caused fibrosis and loss Better 
methods therapy can employed when the 
amount reversible alteration function caused 


. 
> 


*From the Institute Allergy, The Roosevelt Hospital, New 
York City. 


Ontario. 


the disease process known. For this reason, 
the mean maximal expiratory volume velocity (flow 
rate) has been measured group patients 
and normal subjects. the Institute Allergy 
the Roosevelt Hospital, New York, will shown 
this study, the mean expiratory flow rate has 
been found most useful test pulmonary 
ventilatory function. The mean expiratory flow rate 
was used Gross? his study normal subjects 
and patients with cardiac pulmonary diseases. 
Gaensler quoted Bruce, who had measured the 
mean expiratory flow rate. should remembered 
that chose the one-, two- and three-second 
interval for routine testing the timed capacity 
studies mainly because these were the time inter- 
vals which showed the largest variation between 
normal subjects and his group patients, but the 
mean flow rate data were not included his paper. 
Certain difficulties occurring the use these 
two- and three-second capacity tests will 
described this paper. previous paper* the 
development the mean maximal expiratory vol- 
ume velocity, flow rate, test pulmonary 
ventilation has been described, with presentation 
comparative results findings vital capacity, 
first one-second capacity, and forced maximal in- 
spiratory and expiratory mean velocities, 
clinical laboratory has been found most useful 
use the mean expiratory flow rate instead the 
one, two- three-second flow rates, the maxi- 
mal midexpiratory flow rate described Leual- 
len and the present paper, the purpose 
has been give data the mean maximal expira- 
tory volume velocity measured special 
device described, group patients with 
chronic asthma during the acute and also during 
the symptom-free periods their disease. few 
patients with the primary diagnosis emphysema 
are included. 


The mean maximal expiratory volume velocity 
(flow rate) its fullest sense “timed vital 
capacity”, for the total time expiration the 
“total volume” the vital capacity used this 
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test. The vital capacity divided the total time 
expiration gives mean rate, Data such flow 
rates will presented, well the times 
partial volume-portions vital capacities the 
same patients. 


METHOD AND APPARATUS 


During the period from July 1957 May 1958, 
patients with asthma, many whom had 
irreversible obstructive element their pulmonary 
disease, were studied one, two three times 
means the device described addition, 
eight subjects who did not have pulmonary disease 
were studied, the patients with asthma, their 
disease was characterized recurring attacks 
wheezing, dyspnea, cough and sputum production. 
These patients various times had been under 
treatment with injections allergy extracts, 
vaccines, and bronchodilator drugs given orally 
injection. Some had received corticosteroid 
drugs before and during the study. The normal 
subjects were drawn from hospital personnel in- 
cluding physicians, nurses and laboratory staff. The 
patients were from all walks life and included 
labourers and sedentary workers. 

The mean maximal expiratory volume velocity 
(flow rate) was obtained from the individuals 
studied both before, and minutes after, 
subcutaneous injection 0.4 ml, the aqueous 
solution adrenaline The adrenaline 
injection was omitted one girl. 
the patient had not previously performed the test, 
brief demonstration the procedure was given. 
After the subject was seated ordinary chair, 
nose clamp was applied and, with the mouthpiece 
place, was instructed breathe easily 
normal rate order obtain confidence and allow 
him accustom himself the apparatus, The 
apparatus constructed that the subject may 
respire room air during this Then, with the 
kymograph moving slow speed, and the sub- 
ject breathing bell air, few respirations normal 
rate are recorded, Then, after the subject has taken 
forcefully and rapidly possible. During this 
brief period the kymograph operates more 
rapid speed. Thus, graphic record single 
forced maximal expiration obtained ordin- 
ary typewriter-size sheet paper (Fig. 2). 

calculate the flow rate the vital capacity 
read directly from the tracing referring the 
calibrated horizontal lines ruled the sheet. The 
time expiration obtained quickly measuring 
with centimetre rule between the vertical lines 
and drawn with ordinary square drafts- 
man’s triangle the points onset and termination 
the forced expiration, and dividing this distance 
two (the speed the kymograph cm. per 
second). The vital capacity divided the total 


*Developed with the technical assistance Dr. John Gorrell, 
Westwood, N.J. 
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Fig. kymograph-spirometer. 


time thus obtained equals the flow rate per second. 
this laboratory has been customary convert 
this result into litres per minute. 


The simplicity and ease performance this 
test are accounted for special features 
rapidly moving kymograph-spirometer (Fig. 1). 
The apparatus consists conventional type 
water-sealed inverted bell spirometer 10-litre 
capacity. The spirometer constructed stainless 
steel and counterbalanced that the bell will 
remain any position which placed, stop- 
cock provided that the subject may breathe 
room air bell air. Flexible tubing with 2.5-cm. 
inside diameter, inches long, connects the sub- 
ject with the tank. sterilizable plastic mouthpiece 
used with flange containing projections that 
may grasped the teeth. Individual charts 
in. wide and in. long, approximately 
standard typewriter sheet size) are ruled that 
gradations equal one litre. These charts upon 
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Sec. L/min 
4800 1440 
FEMALE AGE 
for 
years; lungs 
before adrenaline 
minutes after 


Fig. 2.—Expiratory flow rates normal male and 
patient with chronic asthma. 


which the recording made means simple 
glass pen (inserted into grooved track) are 
carried precisely set speeds across the front 
the spirometer means moving chain belt 
connecting with motor built into the base the 
apparatus. Two speeds are available, relatively 
slow speed 0.25 cm. per sec. for the recording 
normal repirations, and fast speed cm. per 
sec. for the recording forced maximal expirations. 


Age Before After 
Case No. years 
Female 
Male 


means special pulley system, the recording 
respirations compressed that the tracing, 
even though recorded the rapidly moving sur- 
face, does not overlap run off the border the 
chart, The arrangement pulleys such that the 
tracing occurs upright the normal manner, that 
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is, inspiration recorded the chart sheet 
down-stroke, and expiration up-stroke. These 
innovations make for convenience and ease using 
this special spirometer. The inaccuracy the 
metal, water-filled spirometer the determination 
the maximal breathing capacity has been de- 
scribed Wells al.,° but their study does not 
contain data regarding the timed capacity. The 
suggestion that light plastic material should replace 
the heavier metal material the spirometer would 
minimize the inertia problem the flow rate 
testing. our laboratory, with the specially con- 
structed spirometer the influence submaximal 
effort the patient the start expiration and 
the termination expiration has not constituted 
serious problem interpretation the results 
the recorded curves. The beginning and end points 
the recorded respiration, when the patient has 
been instructed properly, are clearly discernible 
upon the special tracing sheets. 


RESULTS 

The mean maximal expiratory volume velocity 
(flow rate) the eight normal subjects, male and 
female, ranging ages from years, 
tabulated Table The expiratory flow rate 
the ll-year-old girl was 67.5 litres per minute, 


while that the older subjects ranged higher 
(Tables and 


Table gives, for this group normal and 
female subjects, the predicted vital capacities. 
has been considered this study that plus 
minus 20% variance the measured vital capacity 
expressed percentage the predicted vital 
capacity represents normal range the measured 
vital capacity. 

second- and third-second capacity ratios the 
vital capacity normal subjects are respectively 
83, and 97%, seen that this group 
all first one-second capacity ratios are above 83% 
before adrenaline injection. The reasons why values 
slightly below 83% were obtained after adrenaline 
injection this normal group are not known. The 
number subjects the normal group is, 


AND TIMED MEASURED AND PREDICTED CAPACITIES 


Expiration 

vital capacity seconds 

Female 2900 2700 2.4 

3000 2400 3100 1.5 1.5 
2800 2900 2900 1.4 1.4 
3500 3500 3400 2.7 2.0 
3160 3300 3000 1.7 1.2 
Male 5000 4800 4500 2.7 
4900 4300 4500 2.6 3.0 
4082 3900 3800 2.4 2.0 


Measured vital Timed portion vital capacity 


capacity 
predicted Measured vital capacity 
vital capacity One second Three seconds 
before after before after before after 
88.9 
80.0 103.3 90.00 83.9 
100.0 97.1 85.7 91.2 
104.4 94.9 87.8 96.6 
96.0 83.3 77.8 
87.8 91.8 83.4 86.7 
85.1 92.6 89.7 94.7 


*Predicted vital capacity calculated according Baldwin, Cournand and Richard’s formula. 
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AsTHMATIC PATIENTS 


Duration 


Patient illness 


Condition patient 


Age Diagnosis time Before After 

case No. years years test adrenaline 
Asthma, mixed type Rhonchi lungs 38.2 39.1 
Next day Symptom-free 70.0 56.3 
Weeks later Rhonchi lungs 34.6 34.7 
Days later Symptom-free 32.7 36.0 


course, too small for specific inferences drawn 


the group patients with asthma there are 
eight females and males, ranging age from 
years. The duration disease varied from 
eight months years. 


Table III gives the mean maximal expiratory 
volume velocities (flow rates) eight female 
asthmatic patients both before and after 0.4-ml. 
injections adrenaline The ages 
ranged from years and the durations 
asthma ranged from four years the group 
female patients. The flow rates are below 
litres per minute before adrenaline injection with 
one exception. After adrenaline injection the flow 
rates are increased except three instances. 


females Tables III and IV. Included 
male asthmatic group are three patients whose 
primary diagnosis was considered emphy- 
sema. There one with diagnosis seasonal 
rhinitis who also had pollen asthma, and one with 
urticaria who had two isolated attacks asthma 
early age. The flow rate the young male 
with pollen asthma, obtained when the causative 
pollen factor was absent from the air, was high 
(117.3 litres per minute) before adrenaline injec- 
tion, which would not indicate defective pulmonary 
ventilation, Likewise, the flow rate the young 
adult male with primary diagnosis urticaria 
was not indicative respiratory dysfunction. The 
flow rate one patient (Case 21) who had had 
asthma attack since his youth was not depressed. 


TABLE AND FEMALE ASTHMATIC PATIENTS: 
Ratios MEASURED PREDICTED VITAL CAPACITIES, AND TIMED CAPACITIES MEASURED AND 


Expiration 
Predicted Measured vital 
2680 2400 2300 3.0 1.5 
3020 2100 2800 3.3 4.3 
2660 1400 1300 3.5 2.6 
1400 1500 1.2 1.6 
2900 2300 2500 3.2 2.8 
3120 2600 2800 5.8 5.0 
3000 3300 5.2 5.7 
3000 3300 5.5 5.5 
3780 2200 2700 4.3 5.0 
3160 2500 2500 6.2 6.8 
3360 2300 2300 4.4 4.7 


Measured vital Timed portion vital capacity 


capacity 

Predicted Measured vital capacity 
vital capacity One second Three second 

88.9 85.0 75.0 87.0 
70. 61.9 64.3 95.2 92.9 
51.8 48.1 57.1 76.9 96.4 

96.4 93.3 
79.3 86.0 65.2 72.0 95.7 
83.9 90.3 53.8 64.3 84.6 89.3 
60.0 72.7 90.0 93.9 
90.6 106.0 72.7 90.0 93.9 
57.8 71.0 95.5 88.9 
78.1 78.1 60.0 88.0 80.0 
69.6 69.6 91.3 91.3 


*Predicted vital capacity calculated according Baldwin, Cournand and Richard’s formula. 


Table contains, for this same group female 
patients, the predicted and measured vital capaci- 
ties, the times maximal expiration both before 
and after adrenaline injection, with the calculated 
data representing the ratios the measured 
predicted vital capacities, and the ratios the first 
one-second and first three-second capacities the 
measured and predicted vital capacities both before 
and after adrenaline injection. 

Tables and contain data for male pa- 
tients corresponding those for the group 


For each the other male patients the flow rate 
was low whether not the patient was symptom- 
free. After adrenaline injection the flow rate was 
usually increased, except that remained the same 
was slightly lower seven patients. 


the male patients whose flow rates increased 
after adrenaline injection, apparent that the 
increase was less the age group over years 
than the younger age group. The number 
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TABLE Exprratory PER MINUTE MALE ASTHMATIC AND OTHER PATIENTS 


Duration Flow rate 
Patient Agein before after. 
case years Diagnosis Condition patient time test adren. adren. 
Seasonal rhinitis, pollen asthma Symptom-free 117.3 176.0 
Urticaria, asthma attack twice 165.9 165.9 
Asthma, mixed type Wheezing 10-9-57 30.5 
Symptom-free 11-6-57 43.9 56.3 
After steroids, slight wheeze 11-12-57 68.1 75.9 
Asthma, infective Rhonchi present lungs 30.0 
Asthma youth Symptom-free 91.8 100.0 
Asthma, mixed type Symptom-free 72.0 
Asthma, infective; emphysema 24.2 39.3 
Emphysema, mild Limited expansion chest 44.0 60.0 
Asthma, mixed type Wheezing 36.0 
Asthma, infective Coarse breath sounds inspiration 56.5 61.8 
Asthma, infective; bronchitis Symptom-free 10-24-57 76.4 58.1 
Symptom-free 10-29-57 45.0 42.7 
Wheezing 10-24-57 30.0 28.8 
Wheezing 10-28-57 20.0 26.9 
Asthma, infective Wheezing 9-11-57 30.0 31.0 
Emphysema; urticaria; sinusitis breath sounds 20.3 19.1 
Asthma, mixed type; emphysema Wheezing 19.7 25.2 
Asthma, infective; bronchitis Rhonchi lungs 76.0 
Emphysema; chronic Wheezing 22.1 24.0 


cases the female patient group not large 
enough give more than suggestion similar 
result corresponding age groups. The well-known 
phenomenon humans the falling off pulmon- 
ary ventilation function age increases may have 
relation this observed trend the cases studied. 

The lack increase the flow rate after adren- 
aline injection some the patients indicative 
absence reversible spastic element the 
pulmonary parenchymal tissue. may also due 


poorer voluntary effort the part the sub- 
ject performs the test, non-reactivity 
adrenaline injection the part the subject. 


cursory glance the statistical information 
presented the tables this paper does not 
reveal the value the flow rate measure 
pulmonary ventilatory efficiency. For true. under- 
standing, detailed comparisons the various 
measurements must examined, and these must 
considered the light the known clinical 


TABLE TIMEs AND VOLUME CAPACITIES MALE ASTHMATIC AND OTHER PATIENTS: 
MEASURED PREDICTED VITAL CAPACITIES, AND TIMED CAPACITIES MEASURED AND PREDICTED VITAL CAPACITIES 


Measured vital Timed portion vital capacity 


Expiration capacity 
Predicted Measured vital Predicted Measured vital capacity 
vital capacity seconds vital capacity One second hree second 
Patient capacity before after before after before after before after before after 
4600 4300 4400 2.2 1.5 93.5 95.7 60.5 97.7 
4775 4700 4700 1.7 1.7 100.0 100.0 93.6 87.2 
4150 2900 4100 5.9 5.7 69.0 51.7 48.8 82.8 82.9 
4100 4500 5.6 4.8 53.7 64.9 87.8 97.8 
4200 4300 3.7 3.4 59.5 67.4 92.9 97.7 
4275 2100 2400 3.8 4.8 48.8 55.8 66.7 62.5 95.2 87.5 
4675 5200 5000 3.4 3.0 113.0 108.6 40.4 54.0 98.1 100.0 
4275 3600 3800 4.5 3.6 83.7 69.4 79.0 94.4 97.4 
2300 3000 1.8 2.5 50.0 60.0 87.0 83.3 
4425 2500 3600 6.2 5.5 56.8 81.8 49.0 80.0 86.1 
4425 3000 3000 4.1 3.0 83.3 96.7 100.0 
4100 2600 3600 4.7 6.0 87.8 50.0 52.8 88.5 86.1 
4475 3200 3400 3.3 71.0 75.5 81.3 79.4 96.9 97.1 
3950 2800 3100 2.2 3.2 70.0 77.5 64.3 67.7 96.8 
3000 3200 4.0 4.5 75.7 81.0 50.0 93.3 93.8 
5050 2100 2500 7.0 6.3 41.1 49.0 52.4 60.0 76.2 84.0 
2000 2400 4.0 5.0 40.0 48.0 65.0 58.3 90.0 88.5 
2100 2600 6.3 5.8 42.0 52.0 57.1 61.5 85.7 84.6 
4750 2000 3000 4.0 5.8 41.6 62.5 55.0 50.0 90.0 80.0 
2300 5.2 4.5 48.9 55.3 52.2 57.7 87.0 
4750 2000 1750 5.9 5.5 41.6 36.5 35.0 34.3 65.0 74.3 
4250 3100 4200 8.2 8.9 72.9 98.8 54.8 50.0 77.4 71.4 
4275 2800 3000 6.2 5.2 55.1 69.8 57.1 85.7 83.3 
2000 2100 6.L 5.0 40.0 42.9 50.0 61.9 60.0 90.5 
4500 1900 2500 1.5 3.1 42.2 45.4 84.2 68.0 100.0 
4150 2100 2400 5.7 6.0 51.2 58.5 52.4 50.0 85.7 83.3 


> 

| 
P 
J 

4 

> 
> 
*Predicted vital capacity calculated according Baldwin, Cournand and Richard’s formula. 
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condition the patient the time the tests. 
Only then the false misleading information 
often given estimations vital capacity, first 
one-second and three-second capacity determina- 
tions, made apparent. gratifying show, 
preliminary way, the value this method de- 
veloped this clinic, and demonstrate the 
simplicity the technique. Groupings can made 
the patients studied illustrate the value the 
flow rate indication pulmonary ventilatory 
efficiency. 

illustrate—in female patients (Cases 
10, 11, and 16) and male patient (Case 22), 
shown that when measurements the first 
one- three-second capacity tests are normal, flow 
rates determined simultaneously are lowered ab- 
normally. One female patient (Case 10), addi- 
tion, had normal vital capacity with low flow 
rate, This patient had severe chronic asthma and 
probably had unequal ventilation the lungs with 
air trapping. female patient (Case 11) was 
pulmonary cripple with chronic asthma and em- 
physema revealed the flow rate and spite 
the values for one-, two- 
The same true for another female 
patient (Case 12), chronic asthmatic. Case 16, 
female patient, the levels the first one- and 
three-second tests give indication the real 
situation revealed the flow rates 31.4 and 
29.4 litres per minute this chronic asthmatic and 
emphysematous patient. The true picture the 
male patient (Case 22), pulmonary cripple, 
mirrored accurately the abnormally lowered 
flow rates spite normal findings some the 
other tests. 

the following group patients, 
line injection, there was relatively large increase 
the vital little change 
the flow rates: 19, and 30—male pa- 
tients, and female patient. One the 
male patients (Case 19) showed flow rate in- 
crease from 30.5, when wheezing, only 43.9, 
when was symptom-free. After steroid therapy, 
even with slight wheezing present, the rate had 
further increased 68.1 litres per minute. One 
male patient (Case 28) had received steroid ther- 
apy before the second set tests, The results 
suggest air trapping with very little change 
his condition even though was symptom-free. 

illustrate situation opposite the above, 
the following patients the vital capacities were 
virtually unchanged after adrenaline injection, 
while the flow rates increased markedly. male 
patient (Case 29), the flow rate almost doubled 
(18 litres per minute litres per minute) this 
severe chronic asthmatic with emphysema. 
female patient (Case showed the same results. 
This patient had severe bronchospasm and was im- 
proved greatly bronchodilator therapy. 

The false information given vital capacity de- 
terminations alone illustrated female patients 
Cases and 15, Case the vital. capacity 


within normal limits and the first three-second 
capacity approaches normal when flow rates 
are low this chronic asthmatic. 

Finally, the time expiration can normal 
patient with abnormally lowered flow rates, 
male patient (Case 23), symptom-free patient. 


CONCLUSIONS 


simple method studying the most important 
facet the malfunction respiration asthma, 
bronchial obstruction, described cases in- 
cluding with primary diagnosis asthma, one 
with primary diagnosis seasonal rhinitis with 
history isolated attacks pollen asthma, 
one with primary diagnosis urticaria with 
past history isolated attacks wheezing, and 
three with primary diagnoses pulmonary em- 
physema. The findings diminished vital capa- 
city and prolonged expiratory phase expiration 
are combined into one measurement, the mean 
maximal expiratory flow rate, measured 


special apparatus which described, The simplicity 


the technique office procedure shown. 
The value the method discussed, and 
shown that the method can used indicate 
the degree reversibility the pulmonary bron- 
chial obstruction with adrenaline injection. this 
connection noted that the vital capacity and 
expiratory time may change independently each 
other when determined subject different 
times. The flow rate, however, gives true picture 
the ventilatory state regardless the variation 
these volumes and time determinations. Flow 
rates were found lowered those patients with 
moderate severe chronic asthma during the acute 
phase wheezing, and the persistence ventil- 
atory defect was noted asymptomatic patients. 

the past years there have been numerous 
attempts establish various portions the ex- 
piratory phase curve the ideal points measure- 
ment the time-volume relationship serve for 
test pulmonary ventilatory this 
laboratory, the mean expiratory flow rate, ob- 
tained from tracing the expiratory phase 
respiration means special spirometer, has 
proved the most simple and reliable procedure 
gain information about pulmonary ventilatory func- 
tion. The method has the added advantage that 
the recording size which may conveniently 
placed office hospital chart for 
permanent record purposes. 
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PSYCHOSOMATIC INFLUENCES 
THE GENESIS TOXEMIA 


Edmonton, Alta. 


intensive interest long line thought- 
ful men the field obstetrics, the etiology 
pre-eclampsia and eclampsia has remained obscure. 
times, down through the years, the fog shroud- 
ing this area our knowledge has appeared 
clear, only billow back more densely than before 
the face critical appraisal. 


present, toxemia pregnancy can largely 
prevented optimal care and ideal patient co- 
operation. Moreover, can treated, usually with 
gratifying results, when detected early. still con- 
tributes appreciably, however, perinatal and 


maternal morbidity and mortality. For these 


the search for the cause toxemia must continue. 


This paper, after review the literature, sub- 
mits yet another theory for perusal. 


Many organs organ combinations have been 
assigned the role “toxin producer” toxemia. 
Sometimes hyperfunction the organ has been 
held responsible and other times hypofunction 
has been implicated. The “causative” organs have 
included breast, anterior pituitary, posterior pitui- 
tary, adrenal cortex, adrenal medulla, placenta, 
uterus and kidney. 


felt that mammary toxins were re- 
sponsible for eclampsia and likened the disease 
parturient paresis cows. His suggested treatment 
bilateral mastectomy did not gain lasting favour. 


The role the placenta and its products has 
prompted wide interest. 
overactivity the Langhans layer with resultant 
overproduction chorionic gonadotrophin, has 
been implicated Others point out that 
elevated above normal pregnant levels 
Also, choriocarcinoma, when chorionic gonado- 
trophin titres reach very high levels, toxemia not 
usual part the Placental ischemia has 
been said produce malfunction enzymes en- 
gaged de-activating pressor and water-retaining 
These substances can then escape 
the circulation, producing hypertension and making 
favour placental substance the cause 
toxemia. 


These arguments have been challenged East- 
who feels that prehypertensive period 
excess water retention usual this disorder. 
who favours placental ischemia cause 
toxemia, suggests that hypertension may 


*Presented part the Surgical Forum the 46th Clinical 
Congress, American College Surgeons, San Francisco, 
October 12, 1960. 

+Formerly Resident Obstetrics and Gynecology, Wayne 
State University Hospitals, Detroit, Michigan. 
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compensatory and result, rather than cause, 
the disease. 

Sophian believes that pre-eclampsia due 
renal ischemia. This caused the “utero-renal 
reflex” which results from the myometrium resisting 
“preventing” toxemia interrupting the nerve 
supply the uterus supports his concept. Schuur- 
however, believes that the structures the 
myometrium accommodate well 
tension stretch. 

The adrenal cortex has frequently been con- 
sidered the causative organ. overabundance 
corticoid substances, owing overproduction, 
decreased de-activation both, has 
methods hormone assay developed recently leave 
some these conclusions open question. Pre- 
eclampsia has also been reported Addison’s dis- 
ease* and after bilateral Cessa- 
tion corticoid replacement therapy the latter 
case produced adrenal insufficiency but did not 
cure the toxemia. 

Noradrenaline, from the adrenal medulla other 
components the chromaffin system, has been 
suggested the cause hypertension 
balance exists the pituitary-adrenal-pelvic chrom- 
affin system patient with toxemia. This would 
allow the water-retaining mechanisms 
the adrenal, pituitary-hypothalamus and auto- 
nomic nervous system gain dominance over the 
counteracting, protective mechanisms the para- 
sympathetic system, placenta, liver and their com- 
ponent enzymes. 

Govan favour humoral mediator for 
toxemic hypertension related overactivity the 
anterior pituitary. 

For time patient’s blood type was considered 
important predisposing her Later 
reports® did not support this view. 

Rosenbaum and and postulate 
primary cerebral dysrhythmia patients who de- 
velop eclampsia. 

organic theory for the etiology toxemia 
appears have universal support. interesting 
note the contemporary pertinence comment 
made years ago Gustav Zinke, who was 


then chief obstetrics the University Cincin- 


nati. “We know something the 
causes, but precious little the character the 
poison its origin notwithstanding the extensive 
and continued investigations good men the 
world over.” 

Many authors have recognized the important 
role the emotions and personality this disorder. 
Dieckmann’ has written: “The fact that intelligent 
prenatal care, even under poor nutritional condi- 
tions, has resulted decreased incidence 
eclampsia and severe pre-eclampsia, together with 
marked decrease the maternal mortality from 
the toxemias pregnancy, usually eclampsia, 
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demonstrates that pre-eclampsia—eclampsia pre- 
ventable. The perfect control would constant 
24-hour observation and complete control the 
ingestion food and fluid the pregnant woman 


from the first month, together with the elimination 


all factors which increase tension.” Brown? has 
observed that toxemia occurs frequently the im- 
poverished, undernourished and uneducated and 


that more than two prenatal visits virtually prevents 
eclampsia. This would suggest that even the most 
superficial doctor-patient relationship has some 
prophylactic value this disorder. 

has noted the development eclampsia 
Mexican girl seized the police and placed 
jail suspicion felony. few hours earlier, 
prenatal visit, all was well. The morning after 
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being apprehended she had edema, blood pres- 
sure 210/140 mm. Hg, albuminuria and con- 
vulsions. 

Soichet** states that toxemia somatic solu- 
tion conflict. The patient feels herself guilty 
the eyes the unborn baby, sensing that the baby 
judging her inability. This stimulates destructive 
forces latent within the woman and toxemia re- 
sults. notes that toxemia unusual schizo- 
phrenics because they employ different solution 
their conflicts. claims that toxemia 
occurs frequently schizoid patients, especially 
before the first psychotic episode. his opinion 
the vasospasm, salt and water retention with re- 
sultant hypertension, albuminuria and edema (in 
toxemia represent pathophysiological response 
prolonged stress. Holland and state that 
“emotional tranquillity and complete physical rest 
the ideal which aim the control pre- 
eclampsia”. 

toxemia concludes that pre-eclamptics are more 
masculine than control group. Rotton, Sachtleben 
and note that remission mi- 
graine symptoms occurs susceptible patients 
during pregnancy, there increased incidence 
pre-eclampsia and eclampsia. 

Thus many authorities would appear inter- 
ested the role the psyche the causation 
toxemia. 


PATIENTS AND METHODS 


attempt assess objectively the psycho- 
somatic component toxemia, the Minnesota 
Multiphasic Personality Inventory test, 
reputable personality test, was given group 
young unmarried mothers living Booth 
Memorial (Salvation Army) Hospital. This group 
were predominantly from the middle economic 
class and usually lived the hospital during the 
last half pregnancy. M.M.P.I. are avail- 
able for patients this group, whom 
manifested pre-eclampsia, eight developed pre- 
eclampsia, and had “incipient 
The tests were administered all cases before the 
onset symptoms pre-eclampsia. All received 
good prenatal care, and the incipient toxemia 
category was comprised subjects who developed 
abnormal edema and manifested weight gain 
more one week. Prompt treatment pre- 
sumably averted the appearance full-blown 
toxemic picture. 

Pre-eclampsia was defined present when the 
blood pressure was above 140/90 mm. the 
last half pregnancy, usually the presence 
abnormal edema and/or albuminuria. All blood 
pressures reverted normal the early post- 
partum period. 

The Minnesota Multiphasic Personality Inventory 
consists 566 statements which are answered true 
false depending the patient’s opinion her- 
self. The answers are then evaluated and, com- 
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paring the responses the normal parameters laid 
down experience, personality factors can 
evaluated. The tests are also evaluated for relia- 
bility response and validity (L, and scores). 
question score consisting all the “cannot 
say” responses also obtained. The personality 
factors evaluated are: hypochondriasis (Hs), de- 
pressive (D), hysteria (Hy), psychopathic deviate 
(Pd), interests (Mf), paranoia (Pa), psychasthenia 
(Pt), schizophrenia (Sc), hypomania (Ma), and 
sociability (Si). Liberal variation permitted, 
the answers are considered “normal” they fall 
between the 40th and 60th percentile and “ab- 
normal” they fall outside the 30th the 70th 
assessment toxemic patient. The hysteria 
(Hy) score borderline while the psychopathic 
deviate (Pd) reading definitely abnormal. 


the population under study two subjects were 
between and years, were between and 
and eight were between and 25. There were 
gravida and three gravida the “normal” 
group, seven gravida and one gravida the 
pre-eclamptic group and gravida and one 
gravida the incipient pre-eclamptic group. 
Thirty-seven were white, three Negro and one 
was Indian. 


All infants, girls and boys, were normal 
healthy newborns. 


RESULTS 


The results the tests this group 
are follows. Nine the patients with 
incipient pre-eclampsia had abnormal personalities, 
evidenced reliable, valid records with score 
scores above the 70th percentile. Six the eight 
patients (75%) with pre-eclampsia had abnormal 
personalities. contrast, only six this group 
unmarried mothers who did not develop 
pre-eclampsia had abnormal personalities. The 
incidence each abnormal factor outlined 
Table scores fell below the 30th percentile. 


TABLE ABNORMAL PERSONALITY TRAITS 


pre-eclampsia 


Incipient pre- 
Pre-eclampsia 


no 


Multiple abnormal factors were present some 
records. 


the pre-eclampsia group, five personalities 
were abnormal the psychopathic deviate area, 
two the manic category, and one each interest, 
paranoia and schizophrenia. Among incipient pre- 
eclamptics six were abnormal the schizophrenic 
category; six the psychopathic deviate area; three 
interest and paranoia; two each psychasthenia, 
mania and depressive; and one each hypo- 
chondriasis and sociability. the six abnormal 
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personalities the group who did not de- 
velop pre-eclampsia, the incidence abnormal 
factors was psychopathic deviate five, mania 
three, paranoia and schizophrenia two each, and 
interest, psychasthenia and sociability one each. 
Statistical analysis the correlation between emo- 
tional instability and toxemia reveals that there 
only one possibility that these results could 
occur chance alone. 


The search for the cause toxemia has been 
challenge many investigators past and present. 
“Organic” theories have not stood the test critical 
appraisal and has been extremely difficult 
distinguish between cause and effect, with the re- 
sult that compensatory mechanisms have frequently 
been assigned etiological role. 


Evidence presented favour personality 
decompensation during pregnancy cause 
toxemia. This may not apparent the busy 
clinician but may revealed personality tests 
such the M.M.P.I. possible that more 
extensive personality assessment would illustrate 
the role the psyche the etiology toxemia 
even more conclusively. The emotional imbalance 
evidently precedes the onset toxemia, since this 
population unmarried mothers took the 
before the onset symptoms. The type person- 
ality deviation was not constant and, when average 
scores were computed for traits toxemic patients, 
all fell within the normal range. 

The next logical step implicating the psyche 
the cause toxemia would induce the dis- 
order result excessive stress under highly 
controlled conditions, perhaps with the aid 
hypnotic The time distortion that 
hypnosis can create should make this practical. 


THERAPEUTIC IMPLICATIONS 


Prenatal care potent prophylaxis against the 
development toxemia. Leglay, writing 1812, 
years before the first prenatal clinic was estab- 
lished, possibly put his finger the modus 
operandi. wrote: “Have indulgence for the 
pregnant woman’s complaints, listen her desires 
with complaisance, console her, and place the 
severity the doctor adopt rather the affectionate 
tone her friend her 

When toxemia occurs, the beneficial effects 
rest, sedation and delivery are well established. 
Supplementary treatment has concentrated 
“removing the toxin”. the early years this 
century, purgatives*® were vogue. Diaphoretics, 
venesections and the withdrawal spinal fluid 
have all enjoyed popularity. Currently, drugs are 
being sought which will induce more rapid, 


cient production urine with richer sodium 


content. Could that this diuresis essentially 
occupational therapy? Similarly one wonders 
whether the use antihypertensive drugs 
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analogous employing pancake make-up for treat- 
ing the “rubor” inflammation—the patient looks 
better but the basic disease not altered and the 
results are not improved, Brown? reported few 
years ago that the maternal mortality rate for 
eclampsia was about whether the treatment 
consisted diuretics, antihypertensives, sedatives 
“tender loving care”. 


CoNCLUDING REMARKS 


Toxemia pregnancy may psychosomatic 
disorder. women who develop toxemia, there 
frequently pre-existing occult personality abnor- 
mality. Such personality presumably copes with 
stress less efficiently, and decompensation may re- 
sult toxemia. 


Using the ever-popular balance analogy (Table 
II) the positive constructive influences are listed 
the right. These promote normal, uneventful, 
gratifying pregnancy and delivery. the left side 
are the negative which, dominant 
fragile susceptible personality, may result de- 
compensation and toxemia. 


TABLE II. 


friends Prenatal education 


Fear unknown 


Iatrogenic fear 


Other stresses 


Self-confidence 


Encouragement 
physician 


Relaxation 


NEGATIVE INFLUENCES INFLUENCES 


Personality 
decompensation Normal, uneventful, 
gratifying pregnancy 
Vasospasm, salt and and delivery 


water retention 


Clinical toxemia 


Any treatment toxemia which adds the right 
side this balance, bolstering the patient’s person- 
ality and alleviating stress, will helpful. Many 
the elaborate therapeutic plans current use un- 
doubtedly accomplish this purpose. possible 
that not the drugs per but the confidence 
they kindle which produces clinical improvement. 
This might explain why “paradoxical” treatments, 
such administering will aid toxemia, 
accompanied convincing suggestions benefit 
the patient. 


The author wishes acknowledge the invaluable assist- 
ance and encouragement Stevenson, M.D., 
professor obstetrics and gynecology, Wayne State Uni- 
versity College Medicine. Gratitude also expressed 
Brig. Dahlbom and Lt. Voeller the Salvation Army 
for their aid this project; they should not held respon- 
sible, however, for any the ideas expressed herein. The 
author also indebted Dr. Bolles, Edmonton psycho- 
logist, for advice and Dr. Black, Faculty Education, 
University Alberta, for the statistical analysis results. 
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INTRODUCTION THE 
DIAGNOSIS CEREBRAL PALSY 
AND THE USE PUNCH CARD 
RECORD* 


PRESTON ROBB, M.D.,+ Montreal 


STRICTLY SPEAKING, cerebral palsy can defined 
abnormalities movement due disorders 
the motor systems the brain. The causes the 
abnormalities may many and varied, and simi- 
larly the disability may vary type, degree and 
location. Although any injury the brain any 
time life can cause cerebral palsy, here shall 
consider only the condition occurs infants 
children. impossible for any centre with 
broad program limit its facilities those with 
lesions the brain alone. The child with muscu- 
lar disorder spinal cord lesion also needs help 
which can provided most practically the 
cerebral palsy team. The diagnosis and treatment 
cerebral palsy team project requiring many 
experts working harmony. their object 
help the child develop scholastically and socially 
and prepare himself for useful life, life that 
not entirely dependent the care others. 
also their desire help all children and their 
families who come seeking “cure”. severe 
motor and mental retardation, may mean months 

work preparing the parents accept custodial 


*The punch card was prepared with the help and advice 
the Medical Advisory Committee the Cerebral Palsy section 
the Canadian Council for Children and Adults 
under the chairmanship Dr. Hawke. Punch cards may 
obtained from the Canadian for Crippled Children 
and Adults, Alexander St., Suite 115, Toronto 

+From the Cerebral Palsy the Rehabilitation 
Services The Montreal Children’s Hospital, Montreal. 
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care their child. less severe conditions may 
mean convincing the parents that the child does 
not need lot therapy, but should allowed 
develop his own, naturally, and without over- 
protection. 

The relationship the child his environment 
evaluated the social service worker. The in- 
telligence determined the psychologist. The 
motor age determined the physiotherapist. 
His ability carry out the activities daily living 
evaluated the occupational therapist. The 
educational potential determined the mem- 
bers the department studies. Speech disorders 
are studied the speech therapist. Emotional 
problems are considered the social service work- 
er, co-operation with the psychiatrist. The ortho- 
pedist determines the need for special shoes, 
braces, corrective surgical provedures. 

The child with cerebral palsy often born into 
family ill-prepared either emotionally finan- 
cially cope with the innumerable problems 
arise. Instead normal healthy child, the parents 
must accept one that falls far short their ambi- 
tions. this sense the child unwanted, feelings 
rejection and guilt develop, and emotional prob- 
lems the child and family are common. 
the desire the cerebral palsy team help par- 
ents understand these problems, help them take 
relaxed attitude and provide atmosphere 
warmth and affection. 

While the roles played the various therapists 
will stressed, should emphasized that the 
most important “therapists” are the parents. 
they who have the greatest influence the 
development and who carry treatment home. 
all times they should considered part 
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the team, and should understand the aims the 
group for treatment. 

Having completed the evaluation, all members 
the team gather, pool information and plan 
practical course therapy, compatible with the 
patient’s potential and the environment which 
lives. 


ANATOMICAL CONSIDERATIONS 


The motor systems the brain are complicated 
and not completely understood. However, brief 
description may serve introduction some 
the syndromes that are broadly classified 
cerebral palsy. 

The giant pyramidal (motor) cells the cortex 
lie anterior the central fissure. Cells supplying 
the foot and leg lie the upper part this region 
near the midline. Below this are the cells supplying 
the trunk, the arm, the hand and face that order. 
Nerve fibres (axones) from all these cells gather 
together the internal capsule, pass down through 
the brain stem the medulla, cross bundle 
the opposite side, and pass down the spinal cord 
the anterior horn cells. This referred 
the pyramidal corticospinal tract. Motor im- 
pulses are transmitted from the cortex the anter- 
ior horn cells, and from there the impulse trans- 
mitted along peripheral nerves the muscles. 

Lesions the motor system above the anterior 
horn cells tend cause spasticity, such one sees 
the ordinary hemiplegia stroke. Damage 
the anterior horn cell the peripheral nerves 
causes flaccid type paralysis, such one sees 
poliomyelitis. 

Deep the brain are collections neurons 
which exert controlling influence the im- 
pulses from the large pyramidal cells. The upper 
group are called the basal ganglia. Lesions here 
tend cause chorea, athetosis, tremor and rigidity. 
Behind the brain stem, made the pons and 
medulla, the cerebellum which the great co- 
ordinating centre. Lesions here cause incoordina- 
tion ataxia. 

should emphasized that the role which each 
area plays the control movement not com- 
pletely understood. Also, seldom that any one 
system damaged alone, that difficult and 
often impossible say what region the brain 
involved particular child with cerebral palsy. 


ETIOLOGY 


The causes cerebral palsy may divided 
into three large groups: (1) antenatal (from con- 
ception the onset labour), (2) natal, and (3) 
postnatal (during infancy and childhood). 


ANTENATAL CAUSES 


(a) transmitted 


the nervous system may present the fetus 
before birth. example this amyotonia con- 
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genita, condition which there flaccid paral- 
ysis due progressive degeneration the anterior 
horn cells. Other hereditary disorders, although 
present birth, may not manifested until 
later life. Different syndromes are produced de- 
pending what part the nervous system 
affected. Thus hereditary spastic paraplegia due 
degeneration the pyramidal cells and their 
axones. Friedreich’s ataxia due degeneration 
cerebellar systems and manifested profound 
ataxia. 


(b) Anoxia.—Most other prenatal defects the 
nervous system are related defective nutrition 
oxygen supply. Anything which interferes with 
circulation blood through the placenta the 
umbilical cord will produce anoxia the fetus. 
Improper implantation the placenta and ma- 
ternal anemia bleeding may produce anoxia. 
This turn may cause the death neurons with 
subsequent motor defects. 


(c) Other causes.—It well known that German 
measles early fetal life may produce abnormal- 
ities the nervous system/ Other virus infections 
have been suspected causing damage but this 
has never been proved. Nor has x-ray radiation 
been shown produce abnormalities the human, 
although experimentally defects have been pro- 
duced. Trauma the mother does not affect the 
nervous system the fetus unless affects the 
implantation the placenta. Nor emotional 
disturbances the mother affect the fetus. Tox- 
emia the mother may indirectly affect the fetus 
causing infarcts impaired circulation the 
placenta. 


NATAL FACTORS 


(a) Anoxia.—Many things can wrong during 
labour that can cause damage the fetal brain. 
Maternal anoxia hypotension may prevent 
cient oxygen being delivered the placenta. Im- 
proper implantation the placenta may cause its 
separation prematurely, with resultant hemorrhage 
and severe fetal anoxia. During birth the cord may 
twisted compressed, with resultant anoxia. 
Long and difficult deliveries, breech deliveries, the 
practice holding the baby back during delivery, 
too heavy sedation, and other difficulties during 
birth may the cause anoxia. Cesarean section 
itself not harmful, but the factors which have led 
the operation may the cause brain damage. 
obstruction breathing collapse lung may 
also cause anoxia. 

(b) Birth trauma.—Disproportion between the 
size the head and the pelvis and other obstetri- 
cal difficulties with without the use forceps 
may cause cerebral contusion and hemorrhages. 
Sudden changes pressure such may occur 
precipitate Cesarean delivery may cause cere- 
bral hemorrhages. 
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(c) Prematurity and other constitutional factors.— 
The brain premature child not sufficiently 
developed withstand the trauma birth, and 
although the head small, damage may occur. The 
brain premature child may abnormal before 
birth, and this abnormality may some way 
related the premature birth. 

Some children immediately after birth develop 
jaundice due incompatibility. The ex- 
cessive destruction the baby’s red cells causes 
severe jaundice; this turn causes staining 
the nuclei the brain (kernicterus) 
destruction. Usually this can prevented im- 
mediate and, necessary, repeated exchange trans- 
fusions. 

Difficulty initiating breathing cyanosis 
often hard determine whether the difficulty 
breathing the result brain damage the cause 
it. 


FACTORS 


(a) Infection.—Infections, acute chronic, virus, 
bacterial protozoan, may attack the brain, caus- 
ing motor, sensory, visual and intellectual deficits. 
Meningitis may cause occlusion blood vessels, 
which turn produces motor disability. Brain ab- 
scess secondary congenital heart disease, mastoid- 
itis, pneumonia other infections may the 
cause hemiplegia. Often hemiplegia associated 
with infection and heralded seizure. One 
cannot sure whether the paresis due 
actual inflammatory condition the brain 
associated vascular occlusion, such cortical 
venous thrombosis. Probably infection associated 
lesions are the chief causes postnatal hemi- 
plegia. 

(b) Trauma.—In this day high-speed travel, 
trauma plays increasingly important role the 
etiology postnatal cerebral palsy. times 
relatively minor head injury may the cause 
serious brain injury. More frequently motor acci- 
dent results skull fractures, cerebral contusion, 
laceration and hemorrhages. well the hemi- 
plegia from major hemispheral lesions, often 
see multiple brain stem hemorrhages which cause 
most distressing form bulbar palsy. 

(c) occlusion blood 
vessels children surprisingly frequent. may 
due congenital defects the vessel walls 
congenital vascular malformations. Arterial throm- 
bosis seen polycythemia associated with con- 
genital heart disease. Embolism sometimes the 
cause vascular occlusion. Cerebral hemorrhage 
encountered with certain blood disorders the 
newborn. Finally, cortical venous thrombosis may 
associated with infection elsewhere the head 
body. 

(d) Tumours.—Tumours children are frequent- 
malignant and their complete removal de- 
struction with x-ray impossible. However, there 
are tumours that can removed arrested suc- 
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cessfully, and the child may left with motor 
disability. these instances, rehabilitation plays 
important role the adjustment the child. 
(e) Anoxia.—Cerebral anoxia can occur chil- 
dren. Such accidents those involving carbon 
monoxide, cardiac arrest during operations near 
drowning may cause profound brain damage. 


CLASSIFICATION 


Children with cerebral palsy may classified 
according the type motor disability, the site 
region the body the severity 
the disorder. There are many different forms, and 
these may mixed types, that may 
difficult classify patient properly. the child 
grows older, and the nervous system develops, the 
type may change. 

the Montreal Children’s Hospital clinic 
simple classification used, and the condition 
shows mixed characteristics this indicated. Thus, 
child may “spastic with athetoid 
have “choreoathetosis”, etc. The types motor 
disability are: (1) spasticity, (2) athetosis, (3) 
chorea, (4) rigidity, (5) dystonia, (6) tremor, (7) 
ataxia, (8) hypotonia and (9) unclassified. 

presence exaggerated stretch reflexes, increased 
deep tendon reflexes, Babinski’s sign and ten- 
dency towards There stiffness 
which prevents voluntary movement, but there are 
uncontrolled abnormal movements. This type 
disability usually associated with lesions the 
pyramidal tracts. Children born prematurely, who 
have suffered from birth trauma, have developed 
hemiplegia, most commonly show evidence 
spasticity. 

athetoid patient characterized 
incoordinated, uncontrolled movements and ab- 
normal posture. The movements are relatively 
slow compared with those the patient with 
chorea. There may varying degrees muscular 
tension. Fixed deformities contractures are un- 
common. commonly due anoxia around 
the time birth, neonatal jaundice, such 
hemolytic disease the newborn. The chief patho- 
logical lesions are the basal ganglia. 

Chorea.—The child with chorea has sudden, spon- 
taneous, rapid, uncontrolled movement, occurring 
during rest when attempting voluntary activity. 
palsy, but seen Sydenham’s chorea part 
the rheumatic fever complex. The lesions are 
the basal ganglia. 

joints owing inability antagonistic 
“lead pipe rigidity”. due lesions the basal 
may may not associated with 
tremor. most common parkinsonism, but 
also found certain post-anoxic syndromes. 
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extremities, neck and trunk assume distorted, gro- 
tesque positions which may held for varying 
periods time. The muscles involved are 
marked spasm. 


Tremor.—Tremor rhythmic, alternating move- 
ment which may present rest during move- 
ment. sometimes disappears during voluntary 
movement, only reappear when the movement 
completed. The lesion the basal ganglia, and 
seen parkinsonism and some the hereditary 
degenerative disorders. 


brought about voluntary involuntary move- 
ment. These patients have disturbance their 
sense balance and equilibrium. usually due 
lesions the cerebellum cerebellar systems, 
but may due certain disorders sensa- 
tion (e.g. loss sense position labyrinthine 
disease). Apart from tumours, the most common 
cause children Friedreich’s ataxia, hereditary 
degenerative disorder the cerebellar system. 


some very young children with 
brain injury, the most outstanding feature the 
lack muscular tone hypotonia. They have 
been variously described the “limp child” the 
“flaccid child”. the child grows older, the tone 
may become normal, there may spasticity 
some other; motor disorder. Other children, 
with reduced number absence anterior 
horn cells, have motor disorder varying from 
diminished complete flaccid paralysis with 
absent deep reflexes. This the so-called “lower 
motor neurone disease”, and seen amyotonia 
congenita, poliomyelitis and the Guillain-Barré 
syndrome. 

the very young child, when the 
nervous system immature often difficult 
classify these disorders. frequently better 
leave them “unclassified” until the brain and 
spinal cord are more completely developed and the 
clinical picture clearer. 


SITE REGION INVOLVEMENT 


involves the legs only. 
usually spastic, although due destruction 
the lower end the spinal cord, there will 
flaccid paralysis. avoid confusion, have 


stopped using the word This term im- 


plied chiefly involvement the legs, but there 
could minimal involvement the arms well. 

involves both arms and legs, 
and frequently there involvement the face and 
throat. The degree involvement may differ the 


face, arms and legs. These children may spastic, 


athetoid ataxic. 
Hemiplegia.—This indicates lesion one hemi- 


sphere the brain and paralysis paresis 


extremities the opposite side the body. The 
extremities are usually spastic. 
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indicates the involvement 
one limb only. seldom seen associated with 
cerebral lesions but frequently encountered after 
birth injuries the brachial plexus. 

Double useful term for 
disorder which both sides are involved, but 
which one side affected more marked degree 
than the other. 

motor infrequently, child 
presents without any motor disorder, but suffer- 
ing from aphasia hemianopsia result 
brain injury. 


INVOLVEMENT 


often difficult define the degree in- 
volvement, the legs may severely affected, 
the arms moderately so, and the facial muscles 
only minimally involved all. However, 
useful attempt classify the severity involve- 
ment, possible. 

Mild.—The patient form cerebral 
palsy but there limitation normal activity. 

Moderate.—The involvement severe enough 
handicap the individual walking, self-help and 
communication, but not enough disable him en- 
tirely. 

involvement severe, resulting 
total incapacity with almost useful function 
the legs arms and very limited speech capacity. 
For example, the case hemiplegia, “mild” 
implies that the hand carries out useful activity; 
moderate”, that the hand serves helping hand; 
and “severe”, that the hand serves useful pur- 
pose. 


ASSOCIATED DEFECTS 


the diagnosis and evaluation child with 
cerebral palsy one should attempt analyze the 
total problem. After determining the etiology, the 
nature, the site and severity the motor disability, 
the associated defects, such visual and auditory 
defects, and disorders the teeth, heart other 
congenital defects, are considered. 

most common defect the eyes 
internal strabismus (esotropia). important 
recognize this and seek the aid oph- 
thalmologist protect the vision both eyes, 
until such time operation can carried out. 
Diminished visual acuity often first suspected 
when the teacher finds the child holding objects 
close the eyes. Glasses may great help 
overcoming this difficulty. child with hemi- 
plegia should always have the visual fields tested 
make sure that there not hemianopsia, loss 
vision the side the paralysis. 

defects are common, particu- 
larly children who have had neonatal jaundice 
due hemolytic disease the newborn. Hearing 
may impaired child who has stopped speak- 
ing after illness such deter- 
mine the auditory acuity requires the help 
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expert otologist and audiogram. often 
cult determine whether child deaf, whether 
can hear but pays attention, whether 
unable comprehend what sound hears. Chil- 
dren with cerebral palsy are prone 
mastoiditis, adenoiditis and This often 
attributed their ability clear the nose 
throat properly. Here again the otolaryngologist can 
help. 

Dental.—Defective decidual teeth with pitting are 
almost always present children who have had 
severe neonatal jaundice. The alignment the 
teeth may defective owing excessive thumb- 
sucking, prolonged use the bottle unknown 
reasons. Ordinary cavities the cerebral-palsied 
child may present special problem. Frequently 
necessary employ general anesthetic over- 
come the spasticity abnormal movements before 
the dentist can his work. 

Congenital heart with congen- 
ital heart disease may born mentally deficient, 
and have one other type cerebral palsy. 
not uncommon for them develop hemiplegia 
due cerebral thrombosis, embolism brain ab- 
cess. treatment plan must worked out 
consultation with the cardiologist. 

Genitourinary problems.—Bladder training the 
child with cerebral palsy often difficult. may 
dependent upon the intelligence the child, 
the presence spinal lesion and the emotional 
environment which lives. The child with 
spina bifida meningocele presents particularly 
difficult problem. fair say that there 
satisfactory solution the problem incontinence. 
Careful watch must maintained for evidence 
pyelonephritis, cystitis, and renal bladder 
stones. Here the urologists are great help. 
They have devised operations such the ileal 
bladder for the incontinent state, but great deal 
attention is, nevertheless, required order 
prevent complications. 

seizures are the result 
brain damage. They may take the form minor 
attacks generalized convulsions. “grand mal” 
seizure infers generalized convulsion with loss 
consciousness and tonic clonic movements the 
arms and legs, frequently with tongue biting and 
incontinence. “petit mal” attack indicates trans- 
ient loss consciousness “absence”, without 
generalized convulsion. There may minor 
twitchings the extremities and rolling the 
eyes. focal epileptic attack generally starts with 
abnormal movements one extremity 
gresses involve all the extremities. Loss con- 
sciousness not necessary feature. focal attack 
may start any area the brain and remain 
localized that area spread other areas. 
Typical would the attack starting the visual 
area, with flashing lights; the sensory attack with 
focal paresthesias; attacks characterized loss 
speech originating the speech areas; and the 
psychomotor seizure originating the temporal 
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lobe, consisting attacks automatism strange 
behaviour. Epileptic attacks may may not 
associated with behaviour disorders mental re- 
tardation. electroencephalogram helps locate 
the site abnormal electrical potentials. the 
seizures are few and far between, sometimes 
better withhold medication. the seizures are 
frequent, they can usually controlled the 
judicious use anticonvulsant medication, such 
phenobarbital, diphenylhydantoin (Dilantin), tri- 
methadione (Tridione), primidone 
methylphenylethylhydantoin methsux- 
imide (Celontin), mephobarbital phen- 
suximide (Milontin). Parents should warned 
that necessary adjust the medication until 
combination found that not toxic the child 
and the same time affords good control the 
seizures. Occasionally, hemiplegic child, the 
seizures cannot controlled any form medi- 
cation. these cases serious consideration should 


given surgical excision the epileptogenic 
areas the brain. 


SUMMARY 


The purpose this article has been twofold: Firstly, 
provide simple introduction “cerebral palsy”. 
emphasized that the term “cerebral palsy” not 
diagnosis, but simply term cover multitude 
conditions children that result from abnormalities 
the motor the brain. Possible etiological 
factors are outlined. classification, including type, 
site involvement and severity, given. Some the 
associated defects are presented. 


indexing and aid the follow-up patients. 


APPENDIX 


INSTRUCTION FOR UsE 


The card illustrated Fig. has been prepared 
provide way indexing the various types, causes 
and abnormalities commonly found patients with 
cerebral palsy and establish uniform indexing 
system across Canada. not intended form 
which the whole history can recorded. has 
been developed order maintain records the 
various types cerebral palsy under the care any 
particular clinic. For those interested, cards may 
obtained from the Canadian Council for Crippled 
Children and Adults. The suggestions below may serve 
guide for those using the cards. 


Anatomical Diagnosis 


most patients impossible define clearly 
anatomical site for the lesion. There are some patients, 
however, with definitely localized lesions, and 
important that they should classified. 

The term “brain generally” should used cases 
which the lesions appear diffuse and difficult 
localize, where there appears combination 
several syndromes, where there gross intellectual 
retardation addition the motor 


“Pyramidal system” used patients with spasticity 


alone. “Basal ganglia” applies patients with athetosis 
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and chorea. patients with ataxia, the cerebellum Etiological Diagnosis 
indicated. Although lesions the spinal cord 


pheral nerves not cause cerebral palsy, 
with meningoceles, Guillain-Barré syndrome, etc., that complete etiological diagnosis should 
require rehabilitation and may treated cerebral written out the space provided. two causes 
palsy clinic. are suspected, both holes should punched. “Develop- 


The list provided does not cover all diagnostic possi- 
bilities, but the major groups are indicated. 
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ment Abnormalities” should used where condi- 
tion believed have been present birth and when 
cannot definitely classified due prenatal 
influence heredito-familial origin. 

felt that the cerebral palsy due some intrauterine 
environmental defect, for example, abnormalities the 
placenta, intrauterine infection, etc. there intra- 
uterine infection, should coded under both “In- 
fection” and “Prenatal Influence”. 

“Heredito-familial” should used where there 


positive family history similar condition the 


disorder unquestionably condi- 
tion. 


Clinical Type 


The difficulty defining the type motor disability 
very young child recognized. cases which 
difficult assess the clinical type, may 
necessary punch two classifications. the child 
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grows older and the type appears change, this can 
indicated the card. 

The definitions the various clinical types are 
described above. 


Location 


This has been kept simple possible. 

The term “paraplegia” used include cases with 
symmetrical involvement the lower extremities, 
frequently noted premature infants. 

“Double hemiplegia” used when both sides are 
involved but one side much more affected than the 
other. 

more accurate and descriptive diagnosis can 
recorded the face the card. The back the 
card available for any other details unusual 
features concerning particular patient. Since the card 
has been printed, experience has shown that useful 
record deaths, discharges placements one 
the blank spaces the left-hand side. 


CASE REPORT 


SARCOMA BOTRYOIDES 
REPORT TWO CASES 


GAUK, M.D., Edmonton, Alta. 


SARCOMA BOTRYOIDES descriptive term applied 
rare malignancy occurring primarily chil- 
dren. comprehensive review this disease 
points out that there are about 
many terms applied this tumour there are 
cases reported. Presently there exists uniformity 
thought regarding tissue origin, nomenclature 


classification this growth, for this reason 


that reviews the literature contain marked 
discrepancy the number cases reported, and 
that cases included one study would con- 
sidered unsuitable for another. Furthermore, indi- 
vidual case reports have been duplicated separ- 
ate series, adding the confusion subsequent 
reviews the literature. There are, however, 
two concepts regarding this disease that are 
generally agreed upon. Firstly, the term sarcoma 
botryoides perhaps good one, since the clinical 
recognition the grape-like nature the tumour 
usually makes the diagnosis. Secondly, the tumour 
does arise from embryonic mesenchymal tissue and, 
therefore, does have the propensity differentiate 
into varied histological elements. 


Sarcoma botryoides most frequently involves. 


the urogenital system young children. About 


the Department Pediatrics, University Alberta 
The author presently resident pediatrics the Chil- 
dren’s Memorial Hospital, Chicago. 


60% these mesodermal tumours occur under the 
age two and several cases have been 
observed has illustrated and de- 
scribed the commonest mode presentation. “This 
sarcoma presents grape-like mass pinkish, 
edematous polyps involving the cervix and usually 
also the upper vagina.” With comparable frequen- 
cy, sarcoma botryoides known occur the 
Cases involving the nasophar- 
and common bile are also reported. 

Although sarcoma botryoides definitely rare, 
constitutes the majority urogenital malig- 
nancies Urogenital carcinoma chil- 
dren exceedingly The rarity this malig- 
nancy further emphasized when one realizes 
that the records several major medical cen- 
contain but handful cases. 

hoped that the two cases submitted here 
will illustrate the clinical features sarcoma bot- 


ryoides occurs the bladder and the 
vagina. 


1.—This white girl was brought hospital 
months age with severe urinary infection two 
weeks’ duration. After antibiotic therapy she was well 
enough sent home within week. She again be- 
came extremely ill week later. Her temperature rose 


106° (41° C.) and she appeared markedly de- 


Severe diarrhea preceded admission, and 
was noted that she would pass urine only with straining 
and with much pain. Culture the cloudy urine grew 
Staphylococcus aureus. Proteinuria was also present. 
The white blood cell count was 11,000 per c.mm. and 
the hemoglobin value was intravenous 
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Fig. 1.—Case Lateral roentgenogram with anterior 
intravesical filling defect. The bladder grossly distended. 


pyelogram (Fig. showed dilated right ureter, and 
the bladder shadow contained filling defect anteriorly. 
Through the cystoscope the bladder vault was seen 
completely occupied “grape-like” tumour mass. 
The tumour mass was excised through suprapubic 
cystostomy. Sections the tumour (Fig. showed 
cellular neoplasm composed pleomorphic cells with 
hyperchromatic nuclei and numerous mitoses. The 
histological picture was that sarcoma botryoides. 

Postoperatively, the patient developed 
lococcal septicemia which responded chlorampheni- 
col. Subsequently, she did well and when discharged 
she was voiding freely. 

Her third admission was the age months. 
this time, indwelling catheter was necessary re- 


Fig. 2.—High-power photomicrograph section 
tumour removed from the bladder Case 
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Fig. 3.—Case Exterior extension the tumour through 
the suprapubic cystostomy site. 


lieve her acute urinary retention. Cystoscopy re- 
vealed recurrence the growth. 

Recurrent urinary retention well exterior 
extension the tumour through the cystostomy 
site (Fig. necessitated fourth admission hos- 
pital. second operation removing the external mass 
well the intravesical contents was performed 
facilitate urinary drainage. Postoperatively, she de- 
teriorated, and her cachectic state she died 
pneumonia. 

autopsy was noted that the tumour extended 
all directions from its the bladder but that 
the regional lymph nodes were not involved, nor was 
there any evidence secondary tumour spread 
other parenchymal organs. 


2.—This 2-year-old white girl was admitted 
hospital with what was considered hematuria. 
catheterized specimen urine, however, failed 
show any blood. Soon after admission mass was 
noticed protruding from the vagina (Fig. 4), Examina- 
tion her abdomen revealed globular mass the 
right lower quadrant. Apart from this the physical 


Fig. 4.—Polypoid mass protruding from the vaginal orifice 
Case 
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Fig 5.—Case large soft tissue shadow occupies the 
lower pelvis above which rests grossly distended bladder. 


examination was negative. With intravenous pyelo- 
graphy the abdominal mass was proved her dis- 
tended bladder (Fig. 5). Further examination under 
anesthesia revealed friable bluish-grey grape-like 
tumour mass occupying the whole vault the vagina. 
The tissue removed seemed arise from the anterior 
vaginal wall. Cystoscopy this time showed tumour 
invasion the bladder neck. biopsy (Fig. 
confirmed the clinical diagnosis sarcoma botryoides. 
The tumour had myxomatous appearance. The 
hyperchromatic and pleomorphic cellular structure was 
interspersed with areas hemorrhage necrosis. 
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taken from Case 
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Normal squamous epithelium covered the surface 
the fragments submitted. 

This patient was considered inoperable and was sent 
home. While home constipation and urinary retention 
were problems for which enemas and catheterization 
were necessary provide relief. She died suddenly 
home two months after the onset symptoms. Per- 
mission for autopsy was not obtained. 


From the above case reports, obvious that 
sarcoma botryoides rapidly progressive malig- 
nancy. The postmortem examination Case 
supported the finding numerous case 
that this malignancy spreads primarily direct 
extension. for this reason that, more recently, 
radical surgery has been advocated the treat- 
ment Radiation and radium 
are little value. However, with early diag- 
nosis, along with extensive removal the 
tumour mass, cure may effected. Appearing 
ever increasing numbers are patients 
surviving from two years after radical re- 
moval the tumour. 

Finally, the following points must stressed: 

Although this malignancy rare, essential 
that the diagnosis made early. 

Although urogenital malignancy children 


rare, the benign counterpart practically un- 
heard of. 


The initially rather innocent clinical features 
along with the “almost benign” histological appear- 
ance should not misleading. 


SUMMARY 


Presented here are two cases sarcoma botryoides, 
one involving the bladder, the other occurring the 
vagina. The gross, histological and radiological features 
are illustrated. The clinical and therapeutic aspects are 
discussed briefly. 


Grateful acknowledgments are due Dr. Brock Armstrong 
and Dr. Metcalfe for permission publish these 
cases; and the pathologists, Dr. Macgregor and Dr. 
Davey. 
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MEN AND 


DOCTORS AND POLITICS 
OSMOND, M.D.,* Weyburn, Sask. 


and doctors seem have little 
sympathy understanding for each other. Both 
professions mould young tough, 
flexible, often ruthless empiricists who deal with 
matters life and death. One might expect each 
make generous allowances for the other’s short- 
comings and when necessary work together amic- 
ably. Yet this rarely happens, and glance 
recent more remote history! shows that medico- 
political relationships are seldom cordial, often 
stained with suspicion, and sometimes frankly 


loggerheads. these conflicts politicians and 


doctors find each other incomprehensible, unrea- 
sonable, obstinate, untrustworthy, fickle and 
obtuse. After much argument and anger some sort 
arrangement eventually reached, for health 
far too important matter for either side ever 
wholly intransigent. But although the compro- 
mises often work well enough, the failure com- 
persists and never quite dispelled. Why 
doctors and politicians distrust each other 
much? not simply matter party, for 
there considerable doubt that any political party 
would relish the medical profession its ally 
the polls; such alliance has all too often been 
political kiss death. Perhaps can learn 
something from the upbringing both politicians 
and doctors which will.throw light 
strained relationship. Throughout history unkind 
remarks have frequently been made about both 
groups. One could fill page with choice epithets 
such “scurvy politicians, incompetent leeches, 
fill-graves, butchers, placemen,” etc. Medical men 
have often been accused being ignorant, mur- 
derous and greedy; politicians being corrupt, 
self-seeking and treacherous. Like Kipling’s soldier: 


“It's Tommy this and Tommy that, 
And kick him out the brute, 
But please walk front sir, 
When the guns begin shoot.” 


Both politicians and doctors are liable exces- 
sive praise and blame. 


How does one become politician? While some 
men undoubtedly push themselves forward driven 
fierce ambition, this itself not enough 
ensure success. the start, the novice politician 
selects himself ability persuade others 
that can achieve something for them. Initi- 
ally this small way only, but there 


*Superintendent, The Saskatchewan Hospital, Weyburn, Sask. 


usually some implication, however well hidden, 


that will not only represent but also govern. 
From his first elected office his last, politician 
must persuasive, flexible, adaptable and ready 
attain his ends compromise and indirection. 
The newly elected President the United States, 
for quotes Abraham Lincoln approv- 
ingly: “there are few things wholly evil wholly 
good; almost everything especially Government 
policy inseparable compound the two, 
that our best judgment the preponderance be- 
tween them continually demanded.” The would- 
politician must not only learn persuade, for 
chance start his career, but must learn 
see the world terms people requiring 
persuaded. This equally true autarchies 
oligarchies, where rulers still have devote 
enormous amount energy persuading the 
ruled their benevolence. Napoleon said, 
“You can anything with bayonets except sit 
them.” far better and cheaper persuade 
people than force them. democracy, prime 
minister, back-bencher and ward heeler alike must 
good persuaders, and above all persuasive 
listeners. They must learn listen with interest 
and even apparent delight matters about which 
they know little and care less. 


Doctors are not concerned with this sort 
persuading, and may even seem both hypo- 
critical and unworthy them. They learn from 
their medical student days make decisions and 
stick them. They discover quickly that sick 
people rarely want persuaded cajoled. 
They need medical adviser who knows what 
about, can decide what wrong, what must 
done, and insist that done. The young doc- 
tor taught his seniors and his patients 
what expected him. these expectations 
which have produced that peculiar entity 
orders”. doctor fact does not give orders, 
simply advises. His advice carries with the 
implication that there will grave consequences 
not taken. Those consequences echo the 
grisly refrain the British Naval Articles War: 
“Death such other punishment hereinafter 
mentioned.” The doctor’s advice has come 
looked upon “orders” because everyday 
matters only orders from proper authority carry 
with them the threat severe punishment 
disregarded. may seem that more sophisticated 
lay public brought the self-diagnostic hints 
found many magazines and books would 
less impressed such authority. There reason 
suspect that the attitude the gravely ill has 
changed very little; they want and indeed demand 
that the doctor take over, and ready 
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oblige. from early age medical men are 
required give their opinions matters which 
gravely affect their patients, and see that their 
advice acted upon. Doctors are busy men who 
work long hours and devote much that time 
which others use for leisure, study. They soon 
become accustomed having their advice heeded 
and most them can recall misfortunes besetting 
those who failed they advised. Possibly 
they not remember quite readily those 
patients who refused their advice and flourished 
nonetheless; this form reminiscence seems 
more common among patients. doctor, particu- 
larly experienced one, seldom corrected 
contradicted his patients. tells them what 
best for them and expects them they 
are told. seldom persuades because rarely 
needs to, for behind his advice stands, least 
implication, the threat that not taken, death 
some other misfortune may soon ensue. the 
last fifty years this threat has become more 
potent both diagnosis and treatment have been 
greatly improved. The doctor does not often need 
explicit about the threat but there 
nevertheless, and when has use does 
encourage the patient act for own 
and his family’s benefit. Politicians, particularly 
democracy, can hardly ever enforce their 
opinions with anything like such vigour. Doctors 
course not look upon themselves threaten- 
ing death, and hardly true say that they 
so; fact they simply state that their advice 
not heeded death may, some cases probably 
will, ensue. The sick man woman, however, 
does not always distinguish between such niceties. 
Indeed, people often heard say that doctor 
gave some person death sentence, said that 
case was hopeless. 


Even the height his career when years 
effort have been spent developing his skills, the 
politician may find himself out office and may 
even lose his seat Parliament Legislature, his 
career ended. must always therefore alert 
this possibility and can hardly blamed 
opinion. must seem influenced by, and 
can rarely oppose ignore what appears 
general view. For does, this may easily 
his last political action. Such attitude 
medical man would deplorable, yet doctors 
depended directly and openly upon public 
opinion politicians they might well act the 
same way. The difference the physician’s rela- 
tionship with the public can the differ- 
ent ways which uses his expertise. Just 
doctors know more about medicine than their 
patients do, politicians know far more about 
public affairs than most their constituents. 
But while the politician often quite coy about 
his political knowledge, the doctor makes bones 
about his professional knowledge. Professor 
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MEN AND Docrors AND 


Mamlock said the great Russian film that 
name, the world composed 
“Patients and doctors. Doctors and 
sees everyone potential patient and not 
mistaken, for some other everyone does be- 


come patient. sees much sick humanity 


that easily comes assume that there 
other. His public relations with the sick are excel- 
lent, but may forget that his patients are not 
the same people when sick they are when well. 
When recovered, few care recall the 
weakness and fear showed when sick. Indeed, 
may easily feel ashamed and chagrined 
such memories. Patients are likely embar- 
rassed and irritated reminded their appre- 
hensiveness, their despair and misery. Emerson 
was not mistaken when said, “We never forgive 
giver. The hand that feeds always 
danger being bitten.” the hand that has saved 
our life the eye that has witnessed our 
wretchedness any exception this rule? 


Consequently, although doctors receive respect 
often affection from patients when they are 
sick, they not expect this continue quite 
the same way once the patients have recovered. 
Yet when doctors are confronted the unfamiliar 
arena politics they tend assume just this. 
They approach the public and politicians they 
were just one huge patient. way they are, but 
they not see themselves patients who are 
sometimes well, but healthy folks who are, 
occasion, ill. 


The politician’s world very different from the 
physician’s. Everyone him possible voter; 
even the most eminent politician dare not unlearn 
the art pleasing, which has assured his success. 
controversies between politicians and doctors, 
doctors are most likely lose they treat the 
politicians they were erring patients. Doctors 
feel that medical matters they know more than 
politicians do, but with patients they not 
see any point discussing the issue beyond stat- 
ing the facts they see them. Doctors’ experience 


with patients has taught them that this only harms 


them and makes them more distressed. not 
easy for doctors remember that the public 
large and politicians particular not look upon 
themselves patients this regard, but 
healthy adults who are used praise, persuasion, 
cajolery, and rather elaborate ceremonious refer- 
ences their reasonableness and good sense, how- 
ever questionable these may sometimes be. Doctors 
must not confuse these very different situations, 
their opinions are receive proper attention from 
public and politicians alike, for the benefit them 
all when they become patients. 

With rare exceptions, doctors seldom shine 
politics. Unlike lawyers, they are not taught how 
plead case and usually make poor showing 
when they try. Perhaps admitting ineptitude 
politics, and recognizing that nothing 
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remedied, doctors can learn put their point 
view clearly and trenchantly, but also persuasively. 
Vigorous action often necessary save life, talk 
only hinders this; but such urgencies occur more 
often medicine than politics. Perhaps too, 
persuasion should play larger part medicine 
than has the past. The patient who has been 
persuaded will more readily obey doctor’s orders. 

for politicians, when doctors find their ways 
intolerable, let them remember those words which 


William Ewart Gladstone made the end his 
long and successful career politics. This great 


Liberal statesman, four times Prime Minister 


England, observed sadly, “Government rough 


and the results are most unsatisfactory.” 


Such honesty deserves our respect and sympathy. 
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SHORT COMMUNICATION 


FACTORS INFLUENCING THE 
INCIDENCE SORE THROAT 
FOLLOWING ENDOTRACHEAL 
INTUBATION 


GARD, B.Sc.Hons., M.D., 
Cert. and 

CRUICKSHANK, M.B., Ch.B., D.A., 
Winnipeg, Man. 


INTRODUCTION 


LARYNGEAL complications endotracheal anes- 
thesia are divided into major and minor groups 
Wolfson,! who presents complete review the 
literature both major and minor sequelae. 


Briefly, major sequelae include granuloma forma- 
tion, contact ulcer, subglottic membrane, subglottic 
edema, tracheitis, hemorrhage vocal cords, 
edema cords, larynx trachea, paralysis 
vocal cords and perforation trachea esopha- 
gus. Case reports granuloma formation and con- 


tact ulcer appear most frequently the literature, 


whereas the other complications are bizarre and 
unusual. 


Minor complications endotracheal anesthesia 
are, the other hand, commonplace occurrence. 
Minor sequelae reported several series include 
mild and severe sore throats, hoarseness, pain and/ 
difficulty swallowing, pharyngeal ulcerations 
and 


Most anesthestists agree with Donnelly, Gross- 
man, and Grem,? who state that “even with resi- 
dents recently introduced the endotracheal 
technique, only relatively minor traumatic effects 
are discovered”, and “the advantages endotra- 


cheal anesthesia far outweigh any minor 


able effects.” 


*Anesthetists, Winnipeg General Hospital, Winnipeg, Man. 


PRESENT INVESTIGATION 


The purpose this investigation was: (1) 
assess the incidence and type minor laryngeal 
complications produced intubation the Win- 
nipeg General Hospital, and (2) attempt 
alleviate these complications varying the type 
and amount lubricant used the endotracheal 
tube. repeated application lubricants, was 
hoped prevent trauma the larynx and trachea 
from the piston action the cuffed tube. 


METHOD 


Several anesthetists all degrees experience 
took part this study and were asked follow 
their usual practice intubation and anesthesia. 
The lubricants used were pramoxine hydrochlor- 
ide (Tronothane cream and jelly), amolanone hy- 
jelly), and K.Y. jelly. 
addition the ordinary anesthetic record, punch- 
card record was filled which included additional 
information follows: 

Type lubricant used endotracheal tube. 

Single repeated application lubricant. 

Size endotracheal tube, cuff inflated not. 

Presence absence Levin tube (plastic, 
stomach tube). 

Degree difficulty experienced intubation. 
The following grades were described: (a) 
easy, (b) difficult, (c) produced bleeding, (d) 
very traumatic. 

Extent movement patient’s head after 
intubation: (a) still, (b) moved once, (c) 
moved frequently, (d) patient turned prone. 

Wolfson’s! series, the majority patients 
were intubated using Macintosh laryngoscope and 
the largest endotracheal tube that could passed 
atraumatically. 

Repeated application lubricant was achieved 
injecting the lubricant down narrow accessory 
tube, which was fixed alongside the pilot balloon 
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Fig. 1a.—Accessory tube with cut-off latex cuff attached 
just above the cuff the Magill tube. 


Fig. 1b.—Accessory tube with extra red rubber tube 
fused alongside the usual pilot balloon tube. 


tube. These endotracheal tubes were specially 
made Charles King London. 

Two types accessory tubes were used (Fig 1). 
The first tube (a) had cut-off latex cuff attached 
just above the cuff the Magill tube. The second 
tube (b) had extra red rubber tube fused along- 
side the usual pilot balloon tube. The partial cuff 
was eliminated assure minimal trauma the 
larynx. 

order satisfied that the lubricant was 
spreading from the point entry over the balloon 
and all surfaces the tube and trachea, radio- 
graphs were taken using radio-opaque material 
injected down the side tube the same technique 
that used repeated application the lubri- 
cant (Fig. 2). Good application the lubricant 
was noted. 

The amount lubricant used for repeated 
cations varied from and was injected 
variable times depending the decision the 
anesthetist. make certain that the lubricant was 
reaching the cuff area the tube, was forced 
down with air, which made aud- 


ible “pop” when the lubricant out around 
the cuff. 
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All patients were interviewed the second 
third day postoperatively, and the cards were 
punched follows: 

(a) sore throat when seen. 

(b) Sore throat when asked. 

(c) Complained sore throat voluntarily. 
(d) Complained difficulty swallowing. 


(e) Stated that sore throat lasted hours 
longer. 


Space was provided the record for indicating 
treatment (other than lozenges) for sore throat and 
for those requiring tracheotomy. fact, did 
require tracheotomy. 


RESULTS AND 


The results the present series are given 
Table which shows overall figures, and attempts 
relate the incidence sore throat the various 
factors involved. 


Fig. 2a.—Tube place. 


Fig. 2b. injected. 
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Fig. 2c.—Lubricant spreading. 


our patients, 44% admitted sore throats 
after intubation when asked specifically they 
had sore throat, whereas less than volun- 
teered the information. This figure 44% com- 
pares favourably with that Wylie and Churchill- 
who estimate that 60% have sore 
throats after intubation. These results are very close 
the 46% incidence Wylie’s differ 
markedly with who reported 21.3% 
complaints interrogation, and with Baron and 
who reported 100% incidence 
mild sore throat. 


Considering the various factors involved the 
production sore throats, worth noting the 
higher incidence women (56%) compared 
with men (33%). This ratio compares favourably 
with that described Wolfson,! who reported sore 


Fig. 2d.—Lubricant being absorbed. 
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throats 26.9% females and 14.9% males. 
This was, said, statistically highly significant, 
and correlates with the higher incidence contact 
ulcer and granuloma formation the female. 

our series the presence absence Levin 
tube made little difference the incidence 
complications, those with Levin tubes 48% had 
complaints, and 43% without Levin tubes com- 
plained sore throats. The early time question- 
ing may significant, because our impression 
that trauma due esophageal tubes does not be- 
come severe enough cause symptoms until the 
second third day postoperatively, and becomes 
progressively worse after that time. 


Fig. 2e.—Lubricant almost all absorbed. 


The length time operation, and whether 
not the cuff was inflated the endotracheal 
tube, made little difference the incidence 
minor complications. Position and head movement, 
the other hand, appear more important. 
Only 43% had sore throats when there had been 
little head movement, whereas 58% com- 
plained when there had been frequent head move- 
ment and when the patient had been turned 
the prone position. 

local spray the larynx before intubation did 
not appear alleviate sore throats, but did make 
for smoother anesthesia, prevented bucking 
movements the onset the operation, before 
the lubricants had time work. The average time 
onset anesthesia with amolanone (Amethone), 
for example, four minutes. Length action 
actual persistence the various lubricant jellies 
and creams was roughly determined using 
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TABLE 


pra- pra- 
jelly jelly 

Total number with sore throat and %....... 43-43% 26-52% 
Total number with Levin tube............. 
Sore throat with Levin 
Total number without Levin tube.......... 
Sore throat without Levin tube............ 
Total number females.................. 
Number females with sore throat........ 
Total number males.................... 
Number males with sore throat.......... 
Number one hour and under............... 
Sore throat one hour and under............ 
Number over one hour.................... 
Sore throat over one hour................. 
Number with little head movement......... 
Sore throat with little head 
Sore throat with frequent head 
Number prone position................. 
Number with cuff not up.................. 
Sore throat with cuff not up............... 
Sore throat with cuff up............... 


the lubricant coloured green, with harmless dye, 
pharyngeal airways and endotracheal tubes, and 
noting the time disappearance the 
tion. Creams persisted roughly minutes 
and jellies minutes. 

Several patients underwent bronchoscopy after 
repeated application lubricants. areas 
trauma the larynx and trachea were seen. How- 
ever, fairly large amounts lubricant could fre- 
quently seen the tracheal walls. These 
patients complained later having lot 
“phlegm” their throats which they could not 
cough up. 

The practical aspect lubrication endotra- 
cheal tubes important. Creams are generally 
more desirable than jellies, because jeilies tend 
dry out quickly, and become hard and sticky 
the endotracheal tubes when applied any length 
time prior operation. 

Finally, the influences the various types 
lubricants and their single repeated applica- 
tion the incidence sore throats following in- 
tubation were investigated. 

The lowest incidence complications occurred 
with one application pramoxine (Tronothane) 
cream, i.e. 35% opposed 43% for pramoxine 
jelly, 54% for K.Y. jelly and 56% for amolanone 
(Amethone). The 38% incidence complications 
with repeated use K.Y. jelly probably not sig- 
nificant the small number cases in- 
volved. Repeated lubrication overcome piston 
action the endotracheal tubes did not signifi- 
cantly lower the incidence sore throat except 
with K.Y. jelly where the percentage dropped from 
54% 38% repeated application. 


665 
One 
pra- pra- One 
cream cream jelly jelly jelly Total Per cent 
35-35% 22-45% 27-54% 19-38% 


SUMMARY AND CONCLUSIONS 


450 cases was found that 44% 
patients direct questioning admitted post- 
intubation sore throat, whereas less than 
volunteered this information. 

The incidence throat complications was 
affected the sex the patient, being much 
greater the female, and the amount head 
movement and the position the head during 
operation, the prone position being associated with 
greater incidence. 

The influence lubrication postintubation 
throat complications was investigated. The lowest 
incidence complications occurred with single 
applications pramoxine (Tronothane) cream 
the endotracheal tubes. Repeated application 
lubricants during lengthy operations did not clearly 
reduce the incidence sore throat. Pramoxine 
cream was found effective agent for lubri- 
cation the endotracheal tube and prevention 
postoperative sore throat. 


wish thank the Medical Department Abbott 
Laboratories Ltd., Montreal, for supplies specially col- 
oured Tronothane cream and jelly and Amethone jelly. 
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CURRENT CONCEPTS IMMUNOLOGY: 
III. IMMUNOPATHOLOGY 


OBSERVED the first editorial this series 
(Canad. J., 84: 552, 1961), classical im- 
munology evolved from the study cellular and 
humoral factors concerned the defence the 
organism against invasion from without. The con- 
cept that the organism avoids making antibodies 
that might damage its own tissues was embodied 
Ehrlich’s tenet “horror Ehrlich 
also envisaged, however, that autoantibodies may 
produced physiologic mechanism which 
the body protects itself against 
Thus excluded processes that modern termi- 
nology are termed autoclastic but 
admitted the possibility autoimmune 
tecting) processes. has since become obvious 
that antibody formation not conceived nature 
organism, Anaphylaxis, sickness, the Arthus 
phenomenon, the Prausnitz-Kiistner reaction and 
tuberculin-type hypersensitivity are examples 
the pathogenic potential immunologic processes. 
Thus appears that immune responses are some- 
times beneficial, but taking particular twist, 
acting exaggerated manner, for some 
other special reason, they may become harmful. 
has been said that the recent marriage 
immunology and pathology has long been overdue 
and that this marriage was hastened the shotgun 
conditions generated the mounting problems 
autoimmunity. The offspring, immunopathology, 
was faced immediately with demand for answers 
many questions: What are the conditions under 
which the body’s own constituents become anti- 
genic? What the significance autoantibodies 
produced such What are the 
possible mechanisms autoimmune tissue injury? 
Burnet’s clonal selection theory acquired im- 
munity offers modern answer the first these 
questions. previously outlined these pages, 
this concept envisages that for every one 
myriad possible foreign antigens the body pos- 
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sesses cell group (clone) cells genetically 
capable (i.e. immunologically competent) syn- 
thesizing the appropriate antibody. According 
theory, the body’s store antibody pat- 
terns carried the lymphocytes. Early em- 
bryonic development these cells undergo frequent 
spontaneous mutations random fashion, creating 
all possible antibody patterns. Some these cells 
are capable making antibodies against antigenic 
components the body’s own tissues, but such 
cells are destroyed contact with their own anti- 
gen the process normal embryonic develop- 
ment; other words, “forbidden clones” im- 


competent cells that match 


artigens are eliminated they arise. Later 
embryonic life the rate mutation immuno- 
logically competent cells decreases but forbidden 
clones still continue arise and destroyed 
inhibited while they are still immature. Thus 
the body health maintains its state immuno- 
logic homeostasis )which its immunologically 
competent are distinguishing be- 
tween self-constituents and foreign antigens. Oc- 
casionally, however, postnatal life fortuitous mu- 
tations may occur, which give rise cells that are 
responsive normal tissue components and which, 
result proliferation, form forbidden clones 
immunologically competent cells. These, upon 
interacting with parenchymal cells any 
variety target organs, lead the development 
specific autoimmune, more accurately, autoclastic 
(that is, self-destroying) diseases. 

Whatever the mechanism involved converting 
body constituent into full-fledged antigen, the 
existence autoantibodies can longer doubt- 
These have been demonstrated immuno- 
logically active against wide variety tissues, 
organs, and body products, the list demon- 
strable autoantibodies assumed greater propor- 
tions did the question their significance and 
pathogenic potential. Passive transfer such anti- 
bodies normal individuals did not produce the 
corresponding disease, nor was autoimmune disease 
reactivated such injections patients whose 
disease was quiescent, Experimental transfer 
autoantibodies from humans monkeys not only 
resulted pathologic changes but the antibody, 
although showing affinity for the specific monkey 
body constituent vitro, did not even attach itself 
its specific antigen vivo. Tissue culture studies 
the behaviour cells the presence specific 
autoantibodies produced equivocal results. 

From present evidence must concluded that 
body constituents may become antigenic and that 
demonstrable circulating autoantibodies are re- 
flection of, rather than cause of, the pathologic 
process that constitutes autoimmune disease. 

Lesions have been produced experimentally 
various animal species thyroid, uveal tract, testis, 
brain, peripheral nerves and adrenal means 
injections the specific autologous tissue these 


most these experiments the anti- 
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genicity the self components had potenti- 
ated means adjuvants, the commonest being 
mycobacterial residue suspension water-in- 
oil emulsion, known Freund’s adjuvant. most 
instances the the emulsified ‘tissue 
component could verified the development 
circulating autoantibodies following injection. 
The common denominator all the resulting 
lesions the proliferation lymphocytes, plasma 
cells and histiocytes the target organ. This 
associated with more less gradual loss paren- 
chyma, though has not yet been shown con- 
vincingly whether this the result necrosis 
ischemic pressure atrophy resulting from the 
crowding out the tissues proliferated mesen- 


chymal cells. Nevertheless most investigators be-. 


lieve that the loss tissue the direct result 
body-bearing cells and the target tissue. Whether 
this mediated soluble product the mesen- 
chymal cells present not clear. The destruction 
considered result from altered reactivity 
parenchymal cells akin tuberculin-type de- 
layed hypersensitivity mediated mesenchymal 
(reticuloendothelial) cells and not circulating 
autoantibodies, Paterson provided evidence favour- 
ing this concept when succeeded transferring 
one such experimental disease, allergic encephalo- 
means lymphoid cells. 


these considerations are valid, then those 
human diseases which the lesions resemble the 
experimental models, and which circulating 
autoantibodies are demonstrable, may consider- 
being truly primary self-destroying processes. 
The reasoning such diseases allergic encepha- 
lomyelitis, idiopathic Addison’s Hashi- 
moto’s thyroiditis, and the various collagen dis- 
eases, suggests that the ability demonstrate 
specific autoantibodies the circulation indicates 
the release potentiated autoantigens the 
respective target organs. The presence prolifer- 
ating mesenchymal cells those organs would 
provide explanation for the mechanism self- 
destruction occurring response the release 
autoantigen. 


Thus the basis, theoretical and experimental, has 
been laid for concept autoclastic disease. This 
concept appears here stay. Many answers 
the mysteries these disorders are still lacking. 
Not the least these that which would explain 
the actual mechanism cell injury upon contact 
with specifically attuned immunologically com- 
petent cell. Another major difficulty that faces the 
immunopathologist today the fact that there 
specific hallmark among the widely varying 
gross and microscopic morbid lesions encountered 
which permits him attribute these changes with 
certainty autoclastic autoimmune mechanisms. 


now progress may ultimately solve many these 
problems. 
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PIGMENTED VILLONODULAR SYNOVITIS WITH 
INVASION BONE 


1941 JAFFE, Lichtenstein and Sutro reviewed 
the literature and found cases disorder 
that had first been described Simon 1865 
xanthoma the synovial membrane. They reported 
additional cases and proposed that the terms 
pigmented villonodular synovitis, bursitis and teno- 
synovitis should adopted replace the many 
previously employed synonyms such xantho- 
granuloma, giant cell tumour, 
chronic hemorrhagic villous synovitis, giant cell 
fibrohemangioma, fibrohemosideric 
coma fusogiganto cellulare, benign polymorpho- 
cellular tumour the synovial membrane and 
malignant polymorphocellular tumour. 


The condition under consideration consists 
group interrelated benign lesions all which 
seem start villous and/or nodular prolifera- 
tions the synovial tissue. The pigmentation 
(brown due the presence 
variable amounts hemosiderin and lipid 
the lesional tissue, taken the many round 
polyhedral phagocytic stromal cells that infiltrate 


this tissue. Multinuclear giant cells are often part 


the cytological picture, especially the nodular 
areas. 


The etiology this disorder unknown. Because 
the presence brownish 
synovial fluid and extracellular hemosiderin 
histological preparations, trauma has been con- 
sidered etiological importance some. While 
doubted that trauma actually causes the condi- 
tion, may aggravate pre-existing pigmented villo- 
nodular synovitis. Modifications the same basic 
gross and microscopic picture are found 
all involved areas—whether these 
bursa tendon sheath. 


When joints are affected, the condition tends 
monarticular, with insidious onset and 
gradually increasing swelling. usually occurs 
young adult and probably somewhat mcre fre- 
quent males, Intermittent aching may noted 
but pain rarely present the early stages. Bouts 
increasing discomfort and locking, due crush- 
ing altered synovium between the articular bone 
ends, may recur for two three years before the 
correct diagnosis established. 


Diffuse enlargement the joint common, 
although nodular, localized mass masses may 
felt. Some increased heat may detectable 
but there usually redness. Roentgenograms, 
addition demonstrating the presence fluid 
the joint, may also reveal large, often lobulated 
area density representing the thickened and 
otherwise altered synovium. Erosion and invasion 
bone from intra-articular lesion very un- 
common, However, McMaster has recently reported 
six such cases. These themselves are special 
interest that three exhibited invasion the 
bones the hip joint. Such finding indeed 
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uncommon, for said some that pigmented 
villonodular synovitis per ten fifteen times 
more common the knee than the hip. 
postulated, however, that bony erosion much 
more likely occur the region the hip because 
the rigid confines that joint compared the 
expansile tissues about the knee. When osseous 
involvement does occur, cyst-like areas bone 
destruction develop, later associated with narrow- 
ing the joint space and marginal lipping. Mc- 
Master has illustrated how extension may occur 
through relatively small opening the cartilage 
cortical bone, often the chondro-osseous 
junction. Microscopic studies the bone lesions 
reveal the same histological features are evident 
the synovial membrane the joint. 


Total synovectomy, including meniscectomy 
when the knee involved, indicated once the 
diagnosis diffuse villonodular synovitis estab- 
lished, Recurrence probable excision all 
involved tissue not complete, which case 
further surgery and/or radiation therapy may 
required. 

addition the diffuse form this disorder 
which the whole synovial membrane brownish 
and covered with villous and/or coarse nodular 
outgrowths, Jaffe, Lichtenstein and Sutro also de- 
scribed circumscribed type characterized one 
more yellow-brown sessile, pedunculated 
tumour-like outgrowths. Frequently the circum- 
scribed form, the nodule found arise from 
the membrane the meniscocapsular 
usually firm consistency and may measure 
much cm. diameter. The histological picture 
comparable that the larger nodules cases 
diffuse villonodular synovitis. Beneath coating 
synovial lining cells there variable collection 
round polyhedral cells, some which contain 
hemosiderin granules while others assume the 
characteristic appearance “foam cells” due 
their acquisition lipid. Many nodules show some 
evidence fibrosis and collagenization well 
giant-cells, add the inconstant 
morphic appearance. Excision the affected part 
the synovial membrane usually results cure. 

Villonodular tenosynovitis, which involves tendon 
sheaths, more common disorder, the older 
lesions which not infrequently cause bony 
erosion. cases which this lesion involves 
bursa, the patient may aware slowly en- 
larging and somewhat painful mass, and the affect- 
bursa may intact largely obliterated 
brownish discoloured spongy tissue mass. 

Localized nodular tenosynovitis, often designated 
giant-cell tumour the tendon sheath, may 
occur the flexor extensor surface any digit. 
The patient more commonly young middle- 
aged female. Roentgenograms may demonstrate 
expanded soft tissue shadow well radio- 
lucent defect the underlying bone due pene- 
tration the lesional tissue. Less frequently one 
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may encounter widespread involvement the 
synovial sheaths the hand foot. A.M.D. 
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ADVERTISING 


ERATING the pharmaceutical manufacturer 
has become highly popular pastime. Some 


the criticism levelled the industry seems valid 


and constructive; considerable proportion un- 
founded and misleading. The pharmaceutical in- 
dustry’s contribution the conquest disease, 
the betterment health and the remarkable ad- 
vances every facet the science and practice 
medicine, beyond doubt, has been major one. 
this endeavour the pharmaceutical manufacturer 
has been and should continue close and 
trusted ally the His role 
partnership involves the development, testing and 
perfection rapidly increasing range pharma- 
Those that meet the high standards de- 
manded them are launched highly competi- 
tive market where they must sold survive. 
good product will achieve satisfactory sales 
therapeutically beneficial without deleterious 
effects, but will not become widely used unless 
widely known. This, perforce, involves adver- 
tising, and since ethical pharmaceuticals are largely 
entirely dispensed the advice physicians 
the advertising must logically directed phy- 
sicians, The quality such advertising may 
good, may bad. Since the physician its 
major target, reasonable that should voice 
his opinions concerning those features pharma- 
ceutical advertising that considers detrimental. 
Canada has done this rather bluntly, through 
the proper channel, his professional organization. 
also seems logical and obvious that the pharma- 
ceutical manufacturer would interested the 
reactions the target his advertising. 
means does this deny the value sound, reliable 
advertising ethical pharmaceutical products, 
which, the contrary, has become more important 
than ever before. The concern the medical pro- 
fession emphasizes its recognition this fact. 
Pharmaceutical advertising has had and will con- 
tinue have considerable educational influence 
the practising physician, behooves the medical 
profession work harmony and mutual under- 
standing with the pharmaceutical industry raise 
the standards this, well other aspects 
graduate medical education. The recent establish- 
ment the Medical Section the Canadian 
Pharmaceutical Manufacturers’ Association 
affiliate the C.M.A. should provide useful and 
logical medium for this very important liaison 
between the industry and the profession. 
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LETTERS THE EDITOR 


GAMMA GLOBULIN AND ASTHMA 
the Editor: 


wish correct misstatement fact which 
occurs the article Dunn and Pearce, “The Clinical 
Value Paper Electrophoresis” (Canad. J., 84: 
275, 1961). stated discussing “intriguing 
group patients referred for investigation 
electrophoresis consultant allergist during investi- 
gation ‘asthma’” that “clinically, all responded 
favourably gamma globulin”. 

Since these cases were referred one for 
study can state with certainty: 

None the cases “responded favourably” 
gamma globulin. 

Only three ever received gamma 
globulin. 

One these did well for short period following 
the gamma globulin but has been impossible 
fullow the case up, that firm conclusion can 
drawn what effect any this treatment produced. 

Another patient received the gamma globulin 
from different physician and has had excellent 
clinical course—entirely compatible with what one 
would expect this particular type childhood 
asthma with the treatment program initiated inde- 
pendently the (fortuitous and, believe, unneces- 
sary) gamma globulin injection. 

The other case has had for his whole life 
years) extreme susceptibility bacterial infections. 
was intentionally given gamma globulin prophy- 
laxis view his slightly low normal level gamma 
globulin (0.81 and some features (absent 
blood isoagglutinins and poor antibody response 
challenge with known antigens) which suggested 
possible abnormality antibody synthesis. The gamma 
globulin therapy was ineffectual. This case will 
reported more detail latter date and appears 
represent totally different disease from all the other 
cases which the authors mentioned. 

important record these facts because the 
widespread notion that gamma globulin injections now 
constitute currently approved form therapy for 
asthma. This not so. Results studies this field 
published date have been conflicting. Part the 
conflict undoubtedly attributable imprecise selec- 
tion the type case which such therapy might 
help from gamma globulin therapy cases where the 
asthma entirely attributable extrinsic inhalant al- 
lergens, where the advanced degree clinical dis- 
ability due associated complicating emphysema, 
bronchitis, and/or cor pulmonale would obscure any 
potential therapeutic effect. The value some 
the (published) clinical trials gamma globulin pro- 
phylaxis asthma has been seriously prejudiced 
failure take these considerations into account before 
selecting cases for treatment. The whole question must 
considered still sub judice. 

For the record wish emphasize that the cases 
characterized “asthma” would accepted most 
physicians typical cases childhood infectious 
asthma (without the qualifying quotation marks). They 


may better described recurrent infective asth- 
rent, febrile illness characterized wheezing, dyspnea 
and cough, with without complicating broncho- 
pneumonia, which commonly responds over two- 
four-day period appropriate antibiotic and broncho- 
dilator therapy. There firm evidence date that 
would incriminate primary quantitative deficiency 
gamma globulin important the pathogenesis 
this disease. The authors wish make this point clear 
that erroneous inferences will not drawn from 
their paragraph describing the serum protein electro- 
phoresis results this “intriguing group cases”. 
most instances this disease can controlled es- 
tablished anti-allergic and anti-infectious measures, 
without the necessity resorting very expensive 
form therapy whose theoretical basis obscure and 
whose efficacy unproved. 


The statement made the article was intended 
emphasize that the finding normal gamma globulin 
level does not all instances positively exclude the 
defective formation antibodies, and that the presence 
excessive abnormal antibodies rarely associated 
with abnormally elevated gamma globulin levels. For 
example, hay fever, where abnormal antibody 
(atopic reagin) always present and easily demon- 
strable biological assay techniques, electrophoretic 
analysis per fails demonstrate any quantitative 
abnormality. 

M.D., Allergy Clinic, 
Pearce, Ph.D., 
Department Clinical Pathology, 
Victoria Hospital, 
London, Ont. 


TREATMENT CARCINOMA 
THE CERVIX 


the Editor: 


the Journal February (84: 437, 1961), Dr. 
Kemp Vancouver has reported case 
Stage III cancer the cervix treated combination 
testosterone radiation therapy, and 
cyclophosphamide. This patient subsequently had 
modified Wertheim hysterectomy and evidence 
recurrent residual tumour was found. Dr. Kemp con- 
cluded that this combination treatments may 
effective the treatment some cases advanced 
cancer the cervix. 


well known that radiation therapy alone 
capable eradicating Stage III cancer the cervix 
appreciable percentage cases. The last Inter- 
national Annual Report the results treatment 
cancer the cervix, listing results obtained 
centres throughout the world cases treated 
the year 1951, quotes varying five-year recovery rates, 
which average from 25% 30% when Stage III cases 
only are considered. Almost all these patients have 
been treated radiation therapy alone. 


Since the year 1951 supervoltage radiation therapy 
equipment has become widespread, and the results 


| 
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treatment late cases cancer the cervix have 
undoubtedly improved recent years result 
this. 

Dr. Kemp does not give any details the radiation 
treatment received his patient, except that con- 
sisted radium treatment and 


_therapy. Since this type treatment alone capable 


sterilizing Stage III cancer the cervix, rather 
surprising that any significance all should attached 
the addition testosterone propionate and cyclophos- 
phamide. Surely such conclusion could only 
reached after large series patients had been treated 
with the magic combination and compared with 
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adequate control series treated radiation therapy 
alone. 

Dr. Kemp further suggests that “the carcinocidal 
effect the circulating antitumour chemotherapeutic 
agent may capable controlling the development 
Kemp justify such conclusion, and the follow-up 
period short. 

would suggest that such single case reports mislead 
rather than inform the reader. 

Watson, M.B., Ch.B. 
1040 University Drive, 
Saskatoon, Sask. 


MEDICAL NEWS BRIEF 


EMERGENCY TREATMENT 
CARDIAC ARREST 


Cardiac arrest catastrophe likely occur, how- 
ever remotely, wide variety clinical circum- 
stances and any practitioner may thus faced with 
the necessity deal with this emergency with the 
equipment immediately his disposal. The cerebral 
circulation, previously normal, can tolerate anoxia 
for bare three four minutes that any cardiac 
resuscitative measures, time the essential factor. 
generally accepted that open cardiac massage the 
method choice for resuscitation these circum- 
stances and addition, specialized departments, the 
electrical defibrillator external pacemaker may 
available short notice. 

The general practitioner physician may, however, 
meet this emergency such circumstances that 
equipment readily such situations there 
available simple metliod external ventricular 
stimulation the form precordial percussion which 
sometimes successful and not sufficiently well 
known. 

has been demonstrated that such mechanical stim- 
ulation over the precordium can initiate series 
ectopic beats which may give place regular idioven- 
tricular rhythm. previously recorded studies, the 
survival times after such mechanical stimulation for 
cardiac arrest have been brief, ranging from few hours 
few weeks. The earlier that such stimulation 
initiated within four-minute period after cardiac 
arrest develops, the better the chance favourable 
response with return normal sinus idioventricular 
rhythm. 

McLachlan (New Zealand J., 570, 1961) 
has recently reported the case man 


with cardiac ischemia due coronary insufficiency who 


suffered five episodes cardiac asystole one night, 
each which was treated very vigorous blow 
delivered the precordium with the clenched fist”. 
After this procedure each attack asystole responded 
similarly with immediate return regular ventricular 
activity. 

was observed that this case amply illustrates the 
fact that this simple means external ventricular stim- 


ulation may sometimes effective and certainly 
worth trial. this particular case, after initiation 
the idioventricular rhythm, adequate cardiac function 
and subjective good health were maintained for over 
seven months before death occurred, presumably from 
some similar mechanism. 


FLUOXYMESTERONE 
ANTITUMOUR AGENT 


Recent reports have aroused considerable interest 
fluoxymesterone (Halotestin, Ora-Testryl, Ultandren), 
orally effective, highly potent androgen, the treat- 
ment advanced breast carcinoma. Because its anti- 
tumour efficacy breast carcinoma was uncertain and 
had not been studied with simultaneous controls, Lowe, 
Lorimier, Gordan and Goldman, the University 
California School Medicine (A.M.A. Arch. Int. 
Med., 107: 241, 1961), undertook objective com- 
parison the effects fluoxymesterone with those 
testosterone propionate random series pa- 
tients who had received previous hormonal therapy. 


Fluoxymesterone differs from testosterone having 
methyl group the 17-alpha position (as does 
methyltestosterone), fluorine atom the 9-alpha 
position and hydroxyl group the 11-beta position. 

Twenty-one postmenopausal patients with advanced 
breast cancer who had had previous hormonal 
therapy were given mg. fluoxymesterone daily, 
mouth, and twenty-four similar patients were given 
100 mg. testosterone propionate intramuscularly three 
times week. The two groups were selected have 
similar distribution according age with respect 
the menopause, and predominant sites metastases. 
The steroid used each patient was selected random 
avoid bias the part the investigator. 


Objective tumour regressions were reported the 
basis reduction size the lesions, re-calcifi- 
cation osseous metastases, provided lesion 
creased size and new lesions appeared. Three 
patients (14%) treated with fluoxymesterone and 
seven patients (29%) treated with testosterone 
propionate showed objective regression neoplastic 
lesions gauged the foregoing criteria, 
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CIGARETTE SMOKING AND 
HEART DISEASE 


recently published discussion the evidence 
for and against relationship between smoking and 
mortality from ischemic heart disease (Bronte-Stewart, 
Brit. J., 379, 1961) was observed that al- 
though there some epidemiological evidence that 
such relationship exists, there definite evidence 
that causal one. There also little direct 
evidence suggest that cigarette smoking has direct 
effect the coronary circulation blood coagula- 
bility, but the immediate effects smoking cigarette 
can seen rise pulse rate and rise both 
systolic and diastolic arterial pressures. 

the hypothesis that the cigarette smoking habit 
and susceptibility ischemic heart disease may 
merely related indirectly, that both might related 
third and common factor, analysis was con- 
ducted the multiracial community resident Cape- 
town, South Africa. 

relationship was found between age, income, 
nature occupation, height, weight degree 
obesity measured skin-fold thickness. The arterial 
pressures heavy smokers tended slightly lower 


than those non-smokers but the differences were not 


significant. highly consistent difference was evident 
the distribution cholesterol between the alpha and 
beta lipoprotein fractions. This held true each age 
group, for each race, and for each income subgroup. 
Such differences were parallelled differences the 
customary dietary fat intake but these differences were 
not statistically significant. 

The footnote this paper reported that much the 
analysis this work was completed the University 
Minnesota during the tenure fellowship offered 
the American Tobacco Industry Research Founda- 
tion, and that considerable assistance was also provided 


the Tobacco Manufacturers Standing Committee 
Great Britain. 


. 


The Minister National Health and Welfare, 
the Hon. Monteith, has announced progress. 
the development oral live poliomyelitis vac- 
cine. The Federal Department Health assisting 
the development such vaccine Canada 
through the National Technical Advisory Com- 
mittee and other government agencies, and has 
provided moneys for this purpose through the 
National Health Grants. 

licences for production the vaccine have 
yet been issued and this will depend the 


progress and results demonstration studies. 


not expected that the product will available-for 
general use before next summer. 

The Minister Justice has brought the House 
date with regard the inquiry into drug 
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EFF ECT HUMAN GROWTH 
HORMONE METABOLISM AND 
GROWTH PITUITARY DWARFISM 


Pituitary extract from animal sources generally has 
not proved effective the treatment pituitary 
dwarfism man. Since Li, Papkoff and Raben suc- 
ceeded extracting growth hormone from human 
pituitaries, replacement therapy has become possible. 
Vest al. (Schweiz. med. Wchnschr., 90: 1469, 
1960) studied the effects human growth hormone 
the metabolism 22-year-old pituitary dwarf and 
report the following results: The total excretion nitro- 
gen and urea the urine decreased, and non-protein 
nitrogen and blood urea levels dropped, i.e. the pa- 
tient was positive nitrogen balance. This lasted for 
several days after treatment was discontinued. Studies 
the fat metabolism were limited the determination 
unsaturated fatty acids the blood before and after 
injection the hormone. rise 200 300% was 
observed, but only when the patient was fasting. This 
did not occur normal untreated controls. Glucose 
tolerance test and fasting blood sugar did not change 
appreciably. The excretion potassium, sodium and 
phosphorus the urine was diminished and that 
calcium was increased. Serum levels calcium and 
alkaline phosphatase remained unchanged, while 
organic phosphorus showed slight rise. The body 
weight increased during therapy and dropped after 
the hormone injections were discontinued. This was 
considered the result sodium and water re- 
tention. The 17-ketosteroids the urine, already low 
before therapy, dropped further and later returned 
approximately their original levels. 

Only one patient, 10-year-old boy, was treated 
long enough for evalution the effect the rate 
growth. changed from cm. cm. per year 


(Continued advertising page 31) 


Medical News from 


prices that being conducted the Combines 
Investigation Branch. his statement the Minister 
stressed that there were many arguments and 
great deal evidence hear, and that would 
some time before formal report could brought 
down. The report the investigation presented 
the Commissioner, who then hears further repre- 
sentations before making report the Minister. 
International affairs have been much the news 
and domestic issues such the Royal Commission 
Health Services have been delayed because 
the need for consideration these distressing inter- 
national events. 
Horner, M.D., M.P., 
Jasper-Edson 
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MEETINGS 


MEDICAL 


CANADIAN ASSOCIATION 
RADIOLOGISTS 


The annual meeting the Canadian Association 
Radiologists was held Saint John, New Brunswick, 
from January 25, 1961. More than 100 
Canadian radiologists were present discuss scientific 
and economic problems. Radiologists from Saint John 
gave their confréres very warm welcome despite the 
polar cold the atmospheric environment. The local 
committee had prepared most entertaining program 
which will long remembered all those present. 


The scientific program was outstanding and included 
many excellent papers concerning radiodiagnosis, radio- 
therapy and radioisotopes. Undoubtedly the most 
stimulating scientific contribution was the Gordon 
Richards Memorial Lecture delivered Dr. 
Neuhauser, well-known radiologist-in-chief the Chil- 
dren’s Hospital Medical Center Boston. Dr. Neu- 
hauser spoke “Cor Pulmonale and Pulmonary Vascu- 
lar Obstruction Children”. 


Michaud, Saint John, N.B. 


The Past President the Association, Dr. Arthur 
Childe, Winnipeg, seen (front row, left) with the officers 
elected the annual meeting. Dr. Donald McRae, 
Montreal, President, and Dr. Guillaume Gill, Montreal, 
Vice-President. the back row are (left right) Dr. 
Robert Fraser, Montreal, Honorary Secretary-Treasurer, 
and Dr. Jean Louis Leger, Montreal, Assistant Honorary 
Secretary-Treasurer. 


Two other American scientists presented excellent 
papers. Dr. Maurice Lenz New York spoke “The 
Relationship Between the Clinical Extent Cancer and 
the Circulation the Tumour Bed,” and Dr. Dale 
Trout, the X-Ray Division the General Electric 
Company, discussed “The Measurement Radiation 
Beam Quality”. 


considerable proportion the scientific papers 
stressed the ever-increasing importance cinefluoro- 
graphy radiological diagnosis. symposium this 
topic was moderated Dr. Robert Fraser 


Montreal, with panel consisting Drs. Scott Dunbar 


and Guy Duckett Montreal, Dr. Gerald Copestake 
London, Ontario, Dr. Ross Lobb Toronto, and Dr. 
Lloyd Newsham, radiation physicist from Montreal. 
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Harvey Studios, Saint John, N.B. 

Dr. Edward Neuhauser (right), Radiologist-in-Chief 

the Children’s Hospital Medical Center Boston and 

Clinical Professor Radiology, Harvard Medical School, 

reviews the scientific exhibit with the incoming President 

the Association, Dr. Donald McRae 


The following titles indicate the large variety 
problems discussed during this three-day scientific 
session, though they represent only small proportion 
the numerous papers presented: “Croup and Epi- 
Cortical Bone Atrophy Old Age and Osteoporosis”, 
Dr. Meema; “The Advantages the Wer- 
theim Operation Stage Cancer the Uterine 
Cervix Previously Treated Radium 
Drs. Roland Simard, Jean Turmel, André Meunier and 
Yvan Methot; “Transfemoral Aortography Hyper- 
tension Suspected Renal Origin”, Drs. Hurt Hald 
and Frank Grainger; “Spondylarthritis Infancy, 
and Childhood”, Dr. Childe; and “Extra Large 
Field Serial Angiography: Technique and Results”, Drs. 
Albert Jutras, Marcel Longtin and Paul Roy. 

The Council the Association, composed radi- 
ologists from all parts Canada, met for full two-day 
session. Among the many topics discussed were: the 
training x-ray technicians; the fellowship and certifi- 
cation examinations radiology the Royal College 
Physicians and Surgeons Canada; the control 
radiation hazards, and the Xth International Congress 
Radiology which will held Montreal August 
1962. 

The Honorary Secretary-Treasurer presented com- 
prehensive study the impact the various Canadian 
provinces the Federal-Provincial hospitalization 
scheme. 

The Association accepted the recommendation Dr. 
Ronald Burr, Kingston, Chairman the Committee 
Standards, Units and Protection, that every radiolo- 
gist adopt the published report the International 
Committee Radiation Protection code 
practice. 

Dr. Kenneth Symington Calgary was elected 
the delegate the Canadian Association Radiologists 
the General Council the Canadian Medical 
Association. 
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OBITUARIES 


DR. FREDERICK TODD CADHAM, 79, 
suddenly his home Winnipeg January 29. 
Through his uncle, Dr. Todd, became asso- 
ciated early age with the eminent surgeon Dr. 
Ferguson, and this probably 
choice career. graduated Arts from Manitoba 
College 1901 and Medicine from Manitoba Medi- 
cal College 1905. then became assistant Dr. 
Gordon Bell the Provincial Laboratory and after 
Dr. Bell’s death was its Director for almost years. 
was appointed Professor Bacteriology and head 
the department 1928 and retired 1952, being 
made Professor Emeritus. For years was mem- 
ber the Manitoba Board Health. 


His father was the contractor for the first portion 
the present Medical College, and Fred may have 
assisted preparing the plans the building. was 
lover wildlife, keen shot and natural athlete. 
was member the Victoria Hockey 
team which competed the finals for the Stanley Cup 
1903 against the Montreal Victorias. 


1916 went overseas with the rank Major 
No. Canadian Casualty Clearing Station and served 
France until was invalided home 1918. 


bacteriologist and immunologist prior the 
antibiotic era, was especially interested methods 
fighting infection maintaining and augmenting 
the natural defensive forces the patient. was 
Fellow the Royal College Physicians Canada, 
Governor the American College Physicians, 
chairman the Laboratory Section the Canadian 
Public Health Association, and Senior Member the 
Canadian Medical Association. 

1958 the University Manitoba granted him the 
LL.D. degree honoris causa. 


His wife died September 1960. Dr. Cadham 
survived two daughters and son, Dr. Roper 
Cadham, Medical Health Officer Winnipeg and 
Assistant Professor and head the Department 


Social and Preventive Medicine the University 
Manitoba. R.M. 


DR. FREDERICK TODD CADHAM 


APPRECIATION 


was privilege meet “Freddy”, was 
known around college and sporting circles that time, 
St. Boniface Hospital September 1898, the day 
after Labour Day. was student the Manitoba 
College, Arts. From this time until his demise 
month ago were firm friends. was rabid out- 
door man, loving the rougher parts and not the 
luxury. had the pleasure spending the September 
months 1899, 1900 and 1901 with him the edge 
Clandeboye Bay, miles north Poplar Point 
Lake Manitoba. Here spent never-to-be-forgotten 
days our little bell tent with ground sheet and two 
pairs Hudson Bay blankets, cooking our meals 
camp fire outside the tent. was practically all canvas- 
back shooting. was absolutely Nova Scotian “green- 
horn” duck shooting, but ardent student, and 
have relate the first day shooting over decoys, 


from canoe, reed tied, the break day. This was 
when Freddy taught the technique. was the 
“greenhorn” and let shoot first the birds 
coming head-on. hit nothing! did not shoot 
but stood there looking and then said this: 
“Billy, you have one eye shut. You are not shooting 
with rifle. You cannot shoot ducks with one eye shut.” 
then explained the principle shooting ducks 
with the eyes open. have followed this principle ever 
since. spent September 1899, 1900 and 1901 
this most pleasurable sport outdoor life. 


recall most vividly interesting incident which 
happened about the Ist 2nd October, three miles 
west Water Hen Bay. ran into flight canvas- 
backs which had been watching for several days 
but had been unable make our way the location 
with our canoe. This was our last day out and finally 
found pass through and immediately paddled 
our “hide”. Then, most unusual thing happened. 
could hear the west medley talking, 
laughing, singing and paddles hitting the gunwales 
the canoe. During the three years were there 
had never heard shot this part the swamp 
while were there, except our own and those fired 
two old hunters and trappers, Mr. Atcheson and Mr. 
Smith, who lived that neighbourhood. The situation 
was funny, each thought that were having 
hallucinations. The sounds were passing quarter 
mile westward and could see nothing through 
the reeds. When broke silence, assured ourselves 
our sanity and started shooting again. few 
moments canoe came through the reeds front 
with Jack Atcheson and two English gentlemen, 
sitting low chairs the canoe. Atcheson, knowing us, 
said that the Dominion Government had been placing 
barley and other feed this shallow slough and that 
the Duke York (later King George England) 
was shoot there daybreak the next morning. There 
were about them the company together. 
Acheson ordered away. 


shack had been built the lake Senator Kirch- 
hoffer accommodate this royal party. The Duke 
York was shoot the same place where were, 
and Atcheson told leave once. This did not 
down very well with us, told him that had 
never heard the Duke York and promptly informed 
them and kept shooting. One the 
gentlemen the canoe immediately got very “fussed 
up” our language and immediately asked Mr. 
Atcheson take them out there once, away from 
those men, and they went! 


Then, found that our haste had forgotten 
mark our exit from the swamp. With the shadows 
the reeds the water sundown could not find 
our way out. spent uneasy night huddling to- 


gether the canoe keep warm, but also did lot 


paddling all night keep warm; ice would form 
our paddles (it was down freezing after dark) 
and with water the canoe, from 117 wet canvasbacks, 
was cold without even sweater. daybreak 
paddled the reeds see where the Royal Gentleman 
was shoot. They tied about feet from where 
had shot the night before. pushed our canoe 
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the edge the reeds that could watch the 
Duke shoot. The shooting was not difficult. There were 
three men the canoe, the Duke York the centre, 
Atcheson the stern and the third man, who loaded 
two Greener ten-bore shotguns for the Duke. The 
flight was fast. watched him shoot for half hour 
and never missed one shot. centered every bird 
and they just crumpled and dropped straight. 


got out this swamp noon and made 
two-day trek with buckboard and pony far Little 
Stony Mountain, shooting prairie chicken the way, 
from the wagon. 


Dr. Cadham was keen sportsman, shot, 
winning two occasions the Manitoba trap shooting 
title the early part this century. 


was extravagantly generous everybody, quick 
thinker, good athlete and still modest. This was 
exemplified his action college concerning our 
medical hockey team which was secretary-treasurer. 
Although was captain the 
Victoria Hockey Club (at that time one the best 
Canada) and playing Stanley Cup games, was 
too modest accept the captaincy our medical 
hockey team, playing the forward line just plain 
“Freddy” Cadham under the captaincy Howie 
Harvey. 

did great deal research work, particularly 
the immunizing rabbits the many strains 
streptococci that era before antibiotics were use. 
know personally many patients with advanced, 
apparently incurable cases streptococcal septicemia 
who were cured his serum injections. 

lifelong friendship has been broken with his death. 
was honest, God-fearing, straight-shooter all 
his actions, and have always admired him. 


RENE FOISY, 51, chief pediatrician, Carterville 
Sacred Heart Hospital, died Montreal February 12. 

Born 1906, gradufated from the University 
Montreal 1933, and practised mostly the Montreal 
area. 


survived his widow, son and daughter. 


DR. RICHARD HOWEY, well-known physician 
and surgeon the Owen Sound area for more than 
half century, died February Sunnybrook Hos- 
pital, Toronto. 

Born Massey, Ontario, Dr. Howey was educated 
the Owen Sound Collegiate Institute. After graduat- 
ing from the University Toronto Medical School 
1899, practised for short time Michigan. 


1900 opened private practice Owen Sound, 
retiring years ago. 


DR. JOHN BOYLE RITCHIE, aged 74, died January 
his home Regina, Sask. graduate the 
University Manitoba 1916, Dr. Ritchie had prac- 
tised Regina for years where was active not 
only the field medicine but educational apd 
sports activities. Dr. Ritchie was enthusiastic 
traveller and had crossed every sea and continent. 
the age toured Russia. 


Surviving are his widow and daughter. 
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DR. JOHN BOYLE RITCHIE 
APPRECIATION 


The death Dr. Ritchie deprives the Associa- 
tion its Chairman the Committee Archives 
and the profession one its best-loved members. 
Those who have heard Jack Ritchie present the results 
his pursuit the medical lore the old West and 
particularly his biographical sketches the medical 
officers the North-West Mounted Police realize that 
this was love. 

Difficult will replace Dr. Ritchie this 
colleagues will miss him. was representative all 
that attractive and worthy our profession. Kindly, 
interested, humorous, generous and humane are ad- 
jectives which applied with particular force Jack 
Ritchie. 

recall his pride and pleasure when his alma mater, 
the University Manitoba, conferred him the LL.D. 
degree and when the C.M.A. made him Senior 
Member. recall Grey: Cup time, offering 
produce tickets which were otherwise unobtainable. 
remember the occasion when presented the Ritchie 
Cup the Saskatchewan Division for award the 
District Medical Society presenting the best dramatic 
skit the Annual Meeting. recall his annoyance, too, 
when friend who, Chairman the meeting, kept 
referring the Cup the Ritchie Memorial Trophy, 
term which unhappily now appropriate. 

The Ritchies were travelling family and their 
journeys coincided with international medical gather- 
ing which the C.M.A. should represented, was 
very reassuring know that Dr. and Mrs. Ritchie 
were available display the best that Canada had 
offer. 

Mrs. Ritchie and their daughter the sympathy 
all who knew him extended the loss 
husband and father whose qualities represented 
good doctor and the good citizen. A.D.K. 


SIR GEOFFREY JEFFERSON 
APPRECIATION 


His many friends the neurological world North 
America will deeply regret the passing the pioneer 
British neurosurgeon, Sir Geoffrey Jefferson Man- 
chester, who died January the age 74. This 
urbane, polished, witty and extremely talented man will 
not soon forgotten those who had the privilege 
contact with him. was only little over two years 
ago that was honoured guest Toronto the 
opening the Neurosurgical Unit the Toronto 
General Hospital November 1958, when said: 
“It seems becoming duty mine act either 
consulting obstetrician assistant nurse the birth 
neurosurgical departments Britain and Canada. 
This, least, fourth. words congratulation 
the glowingly proud parents are danger being 
repetitious. But these are happy events, none the less, 
happy and warm, the fulfilment dreams The 


gifts which made this building possible sprang from 
the warm core the humanity the heart where the 
ancients thought fire burned, and where, sure, 
fire burns myself.” was right, for nobody was 
better able give the lie the myth that the English 
are cold race. 


q 
3 
q 
| 
4 


Canad. 
Mar. 25, 1961, vol. 


Sir Geoffrey Jefferson, C.B.E., F.R.S., emeritus pro- 
fessor neurosurgery Manchester University, was 
born Rochdale, Lancashire, April 10, 1886, the 
son general practitioner, and given classical 
education Manchester Grammar School, educa- 
tion which made him literate and articulate. 
studied medicine Manchester University time 
when the medical faculty was young and was cus- 
tomary take the London University degree, which 
did 1909. His interest the nervous system probably 
began when worked anatomy teacher under 
Professor Elliot Smith the Manchester department 
anatomy, during which period published several 
papers the anatomy the cerebral convolutions; 
then went London the Royal Cancer Hospital 
and took the Master Surgery examination 1913, 
being awarded the gold medal. 


War service England, Russia and France followed, 
and ended charge head injuries the 14th 
General Hospital, B.E.F., Boulogne, 1918. After 
spell Ministry Pensions Hospital, became 
neurosurgeon the Salford Royal Hospital and was 
later given appointment the Manchester Royal 


PUBLIC 


SURVEILLANCE REPORTS EPIDEMIC 
UNUSUAL COMMUNICABLE DISEASES 


INFLUENZA 


One hundred and thirty-nine cases influenza were 
reported the Sydney area Nova Scotia during the first 
two weeks January. 


MENINGOCOCCAL MENINGITIS 


One case suspected meningococcal meningitis has been 
reported from Lockport, Nova Scotia. The patient, three- 
year-old girl, died after fulminating illness. Gram-negative 
diplococci were recovered from the cerebrospinal fluid. 


Four cases psittacosis were reported from Lethbridge, 
Alberta. involved four members one family, father, 
mother and two boys, who develop viral respiratory in- 
fection, two them showing viral pneumonia. One the 
boys had antibodies for psittacosis titre 16. 
The first case occurred ten days after the acquisition 
budgerigar. The bird appeared well and has been sent 
the Veterinary Research Laboratory. 


TETANUS 


death from tetanus has been reported British Colum- 
bia, boy aged years, after second-degree burn 
the chest. The child was not immunized. 

Two cases tetanus have been reported from the 
province Ontario, These were delayed reports, one for 
the week ending December 31, 1960, and the other 
April 1960. 


During 1960, total cases tetanus were reported 
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Infirmary, with the generous allocation four neuro- 
surgical beds. 1934, the value his work could 
longer denied; proper neurosurgical department 
was opened and 1939 was recognized university 
department with the first professor 
neurosurgery. The reputation this department be- 
came world-wide and was founded its clinical work 
and clinical research, which 1947 brought Jeffer- 
son the unusual honour Fellowship the Royal 
Society without experimental background. During 
World War II, Jefferson was appointed adviser the 
Ministry Health neurosurgery, post requiring 
extensive travel, and followed much work the 
setting the National Health Service. Jefferson 
was knighted 1950, and the last decade his 
life was still intimately connected with research 
Britain through his service the Medical Research 
Council and the Clinical Research Board. 


has now joined such immortals Victor Horsley 
and Hugh Cairns the roll honour British neuro- 
surgery. will most deeply mourned that warm 
old city Manchester with which identified himself 
all his life. S.S.B.G. 


HEALTH 


TULAREMIA 


Two cases tularemia were reported the province 
Ontario, one for the week ended December 31, 1960, and 
one delayed report for September 1960. 


During 1960, cases tularemia were reported 
Canada (Ontario Alberta 2). 


TRICHINOSIS 


case trichinosis young girl Saskatchewan 
has been reported for the week ended December 31, 1960. 


Five cases trichinosis were reported the province 
Quebec during the first two weeks January, with onset 
November and December 1960. Three these cases, all 
unrelated, occurred Richmond County and two Mont- 


During 1960, cases trichinosis were reported 
Canada (Nova Scotia 11, Quebec 69, Ontario British 
Columbia Saskatchewan the cases reported 
Quebec, cases with deaths occurred Montreal. 


INFLUENZA 


this date, outbreaks influenza influenza-like 
diseases the U.S.A. have been reported the Influenza 
Surveillance Unit. Special reports were received recently 
from five States. All report that school and industrial ab- 
senteeism are within normal seasonal limits; there have 
been reports unusual incidence respiratory disease, 
increase diagnostic specimens submitted State 
Health Laboratories, and laboratory confirmation 
cases epidemic respiratory disease due influenza 
viruses. 


epidemic influenza occurring Great Britain, 
confirmed virus isolation being due type 


The British Ministry Health states that reports have 
been received from several districts the Midlands 
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several outbreaks influenza-like illness which began 
the week ended December 24, 1960. Influenza continues 
prevalent parts the Midlands and north western 
areas. Further isolations influenza virus have been re- 
ported, mainly from the Midlands. the first three weeks 
January 1961, 754 influenza deaths were reported, compared 
with 101 for the corresponding period 1960. Most 
these deaths have been the Midlands and north western 
regions and the great majority occurred persons aged 
and over. 


HuMAN 


The Kentucky State Department Health reports that 
53-year-old woman died rabies January 1961, 
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doses duck embryo rabies vaccine. Her illness began 
days after the bite and she died days later. Direct 
microscopic study the brain autopsy demonstrated 
typical and abundant Negri bodies, and the diagnosis 
rabies was confirmed mouse inoculation and fluorescent 
antibody tests. 

The Fourth Report the World Health Organization’s 
Expert Committee Rabies, 1960, provides guide for 
the treatment persons exposed the risk rabies, 

1958, out 108 countries and territories 
which WHO addressed questionnaire about rabies, nearly 
500,000 persons received antirabies treatment, mostly after 
having been bitten; 865 persons died without having re- 
ceived treatment; died during after treatment; and 
developed paralytic complications after vaccination. 


days after being bitten the leg grey fox. The 
fox was killed the woman’s husband. The next day she 
saw physician and precaution, was given series 


Epidemiology Division, 
Department National Health and Welfare. 
Ottawa, January 28, 1961. 


Biting animal* 
Recommended 


During (in addition local treatment) 
Nature exposure time exposure observation period 
ten days 
lesion: 
indirect contact Rabid None 
Licks: 
(1) unabraded skin Rabid None 


(2) abraded skin, (a) healthy 
and unabraded 
abraded mucosa 


Clinical signs rabies Start vaccine first signs rabies 

proven rabid the biting animal 

(laboratory) 

(b) signs suggestive Healthy Start vaccine immediately stop treat- 
rabies ment animal normal fifth day 

after exposure 


rabid, escaped, Start vaccine immediately 


killed unknown 


Bites: 


(1) mild exposure (a) healthy Clinical signs Start vaccine first signs rabies 
proven rabid the biting animal 
(laboratory) 
(b) signs suggestive Healthy Start vaccine immediately stop treat- 
rabies 


ment animal normal fifth day 
after exposure 


(c) rabid, escaped, Start vaccine immediately 


killed unknown 
(d) wild (wolf, jackal, 
fox, bat, etc.) 
(2) severe exposure (mul- (a) healthy 
tiple, face, head, 
finger neck bites) 


Serum immediately followed 
course 
Clinical signs rabies immediately; start vaccinet 
proven rabid first sign rabies the biting 
(laboratory) animal 
(b) signs suggestive Healthy Serum immediately; followed vac- 
rabies cine; vaccine may stopped animal 
normal fifth day after exposure 
rabid, escaped, 
killed unknown 


Serum followed vac- 
(d) wild (wolf, jackal, 
fox, bat, etc.) 


*This schedule applies equally whether not the biting animal has been previously vaccinated. 


the benefit physicians who will use this guide, detailed history exact exposure essential determine the action 
taken. 


The general principles which the foregoing guide based are that mild exposures course vaccine following local treatment sufficient, whereas 
following severe exposure, and cases unprovoked wild animal bites, anti-rabies serum together with vaccine should employed. with vaccine 
alone, important start combined serum and vaccine treatment early possible after exposure. Serum should administered single dose (not 
less than International Units per kg. body-weight) the start treatment, followed course not less than daily doses vaccine. all cases 
where serum followed full course vaccine suggested that two supplemental doses vaccine administered and days following the 
completion the usual vaccine schedule. Where possible, these supplemental doses should with vaccine non-nervous-tissue origin. 

Sensitivity serum should tested before serum used. 


fully recognized that this table only guide and certain situations specific conditions may warrant modifications, e.g., exposure, especially 
young children where reliable history cannot obtained, and particularly areas where rabies known enzootic even though the animal 
the time exposure considered healthy. Such cases may justify treatment immediately modified way. Possible modifications would that, 


following local treatment the wound, single dose serum three doses vaccine daily intervals, and further vaccine, given long the animal 
stays healthy for days following exposure. 


Another example local which modified interpretation these may indicated that rabies-free areas where 
frequent exposures animal bites pre encountered. such localities, adequate laboratory and field experience indicating infection the species involved 
may justify the local health authorities specific antirabies treatment. 


vaccine followed supplemental doses vaccine non-nervous tissue possible, and days after the last usual dose. 
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PRELIMINARY PROGRAM 


FOR THE 


94th ANNUAL MEETING 


The Canadian Association 
MONTREAL, QUEBEC 
June 23, 1961 


The 94th Annual Meeting The Canadian Medical Association will held Montreal, 
Monday, June through Friday, June 23, 1961. Convention headquarters will The Queen 
lizabeth Hotel. The timetable the scientific sessions and social events will follows: 


Monday, June 
Tuesday, June 
Wednesday (morning 


Meeting The General Council 
only), June 


Monday, June 12.30 p.m.—Luncheon for Members The General Council 
7.00 p.m.—Wine-Tasting Supper Party, Museum Fine Arts 
Tuesday, June 9.00 a.m. 4.45 p.m.—Scientific Sessions 


7.00 p.m.—Dinner The General Council 


Wednesday, June 9.00 a.m. 4.45 p.m.—Scientific Sessions 


12.30 p.m.—Luncheon and Meeting the Quebec Division 
8.15 p.m.—The Annual General Meeting 
President’s reception and dance. 


Thursday, June 9.00 a.m. 4.45 p.m.—Scientific Sessions 
Golf Tournament afternoon 


6.00 p.m.—Civic Reception The Chalet 
Friday, June 9.00 a.m. 5.00 p.m.—Program Medical Economics 


feature the meeting this year will showing medical films 
Tuesday through Thursday and number Scientific Exhibits. 


PRELIMINARY SCIENTIFIC PROGRAM 


Tuesday, June 10.45 12.15 p.m. 
Chronic Respiratory Disease, Its Diagnosis and Management 
TEACHING SESSIONS 
9.00 10.30 a.m. Participants: 
Some Interesting Aspects Endocrinology and Nutrition Montreal 
Chairman: Dr. Fraser, Montreal 
Dr. Edmonton Practical Problems Intravenous Supportive Therapy 
Participants: Chairman: 
Dr. Montreal Participants: 


The Abd Dr. Montreal 


Chairman: Prenatal Care 


Chairman: 
Participants: 


Participants: 
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Hypertension Atherosclerosis 
Chairman: 
Dr. Montreal 
Participants: 
Dr. Saskatoon 
Dr. Lewis, London 
Dr. Forp Kingston 


SECTION GASTROENTEROLOGY 
9.00 a.m. 


Chairman: Dr. Montreal 


Business followed six ten-minute papers 
experimental work Gastroenterology. 


2.00 p.m. 
The Diagnosis and Management Hiatus Hernia and 
Esophagitis 
Chairman: 
Participants: 
Dr. Fraser, Montreal 


Evaluation Current Diagnostic Methods Diseases 
the Digestive Tract 
Chairman: 
Dr. Vancouver 
Participants: 
Dr. Montreal 
Dr. Halifax 
Dr. LETENDRE, Montreal 


Wednesday, June 


TEACHING SESSIONS 
9.00 10.30 a.m. 


The Value Anticoagulant Therapy 
Chairman: 


Participants: 
Dr. Paut Montreal 


Dr. Saskatoon 


The Management Peripheral Venous Thrombosis 
Chairman: 
Dr. James Key, Toronto 


Participants: 
Dr. Luxe, Montreal 
Dr. PERRETT, Vancouver 
Dr. BROWN, Toronto 
Dr. QUENNEVILLE, Montreal 


The Significance and Management Rectal Bleeding 
Chairman: 
Dr. Halifax 
Participants: 
Dr. Montreal 
Dr. Ivan Becx, Montreal 
Dr. ARNOLD Winnipeg. 
Dr. ‘Saskatoon 
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10.45 a.m.- 12.15 p.m. 


The Recognition and Office Management Minor 
Psychiatric Disorders 


Chairman: 


Participants: 
Dr. LEHMANN, Montreal 
Dr. Montreal 
The Early Management Injuries 
Chairman: 
Dr. Mason Montreal 
Participants announced 
Allergy and Collagen Diseases 
Chairman: 
Dr. Montreal 
Participants announced 


GENERAL SESSION 


Chairman: Parsons, Red Deer 
2.00 3.00 p.m. 
Paper 

Dr. Ewen Montreal 


The Effect X-Ray Radiation the Embryo-Fetus 
Dr. Paris, France 


TEACHING SESSIONS 
4.30 p.m. 
The Management Urinary Infection 


an: 
Participants: 
Dr. CAMERON, Montreal 
Dr. Harry Winnipeg 
Dr. Jerrs, Toronto 
Deafness, Its Diagnosis and Management 
Chairman: 
Dr. FERNAND Montreal 
Participants announced 


Thursday, June 


TEACHING SESSIONS 
9.00 10.30 a.m. 
Case Analysis Clinic 
Chairman: 
Participants: 
Dr. Montreal 
Clinical Pathological Conference 
Chairman: 
Dr. CAMERON, Montreal 
Participants announced 


Emergencies the Newborn 
Chairman: 
Dr. Mepovy, Winnipeg 
Participants: 


Dr. Bowman, Winnipeg 
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GENERAL SESSION 
Chairman: Da. Montreal 
11.00 a.m. 12.15 p.m. 


The Lister Lecture: Surgery Sweden 
Dr. Huco Stockholm, Sweden 


The Medical Research Council 


Chairman: Dr. Montreal 
2.00 3.00 p.m. 
Iatrogenic Hazards Anesthesia 
Dr. Leroy Boston 


Transient Cerebral Ischemia 


TEACHING SESSIONS 
4.45 p.m. 


New Concepts Infectious Diseases Childhood 
Chairman: 
CHARBONNEAU, Montreal 
Participants: 
Dr. MARCHESSAULT, Montreal 


Dr. Montreal 
Dr. ANGLIN, Toronto 


Dysmenorrhea 
Co-Chairmen: 
Dr. Montreal 
Participants: 
Dr. Paut Dumas, -Montreal 


Dr. Henry, Jr., Montreal 


Radiation Protection Diagnostic Radiology and 
Industry 


Chairman: 
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Participants: 


Dr. Montreal 
(Other participants announced 


Friday, June 
PROGRAM MEDICAL ECONOMICS 
Chairman: Dr. Charlottetown 


9.00 -10.15 a.m. 


The Effect Universal Hospital Insurance Medical 
Practice 
Chairman: 
Dr. Saint John 


Participants announced 


10.80 a.m. 12.00 noon 


Government and Medicine 
Dr. PENFIELD, Montreal 


Health Insurance Australia 


Health Insurance Sweden 
Dr. Huco Stockholm, Sweden 


2.00 5.00 p.m. 
The Role the Royal Commission Health Services 


Existing Deficiencies Health Services—The Saskatchewan 
Experience 


The Ideal Health Insurance Program for Canadians 


Chairman: 


Participants announced 


THE SOCIAL PROGRAM 


The Planning Committees Montreal have also 
arranged number interesting social events, which 
will commence Monday evening, June 19, when 
members and their wives will participate wine- 
tasting supper party. This event will take place the 
Museum Fine Arts, and those present will have the 
opportunity tasting some twelve different imported 
wines accompanied similar number cheeses. 
The meal will rounded out with special hors 
and pastries. Tuesday evening, the Annual 
Dinner The General Council will take place the 
Ballroom the Queen Elizabeth Hotel, and special 
musical entertainment has been arranged for this 
occasion. All are invited. The highlight our- con- 
vention week will the Annual General Meeting, 
which will commence 8.15 p.m. Wednesday, 
June 21. this time the colourful ceremony the 


installation the President will take place; and His 
Excellency Major-General Georges Vanier, D.S.O., 
M.C., C.D., Governor General Canada, will made 
honorary member the C.M.A. interesting 
note that this only the third time the history 
the C.M.A. that non-medical person has been awarded 
this honour. The other two honorary memberships were 
presented the Right Honourable Vincent Massey, 
former Governor General Canada; and His Royal 
Highness The Prince Philip, Duke Edinburgh. 
addition the above, the Canadian Medical Associa- 


tion will honour its Senior Members who have been 


nominated their respective Divisions. 

Details the ladies’ program will appear later 
issue the Journal along with other program high- 
lights. 
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HOUSING APPLICATION FORM 


The Canadian Medical Association 
94th ANNUAL MEETING June 23, 1961 
MONTREAL, QUEBEC 


[Hotels and motels Montreal, with their rates, are listed page 348 the issue February 11] 


Apply direct the: 


Reservations Manager, 


Please reserve the following accommodation (check): (All rooms have showers.) 


Suites for two persons (bedroom and parlour) 


Suites for four persons bedrooms and parlour) 


view the large attendance expected, might your advantage share room with another member. 
Please mention below the names the persons with whom you would like share your accommodation; 
otherwise assignment will suggested the Committee Arrangements. 


NAMES PERSONS OCCUPYING ACCOMMODATION REQUESTED ABOVE: 


TELEPHONE 


N.B.—Confirmation housing will made direct from hotel motel. 


THIS WILL CONSTITUTE YOUR ADVANCE REGISTRATION FOR THE MEETING. 
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Ophthalmic combines Meticortelone for 

intensified amyd for 

Sodium Sulamyd plus neomycin sulphat when more 
potent ant ntibacterial needed. 
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Lasting shrinkage 
Hemorrhoids medically 
through 


ALCOS ANAL 


Alcos Anal helps the physician 
effect symptomatic relief the 
lasting shrinkage hemorrhoids 
more prolonged application. 


sclerosing action hitherto 
achieved only. injections 
obtained with suppository 
ointment this less rapid but also 
painful therapeutic approach. 


The sclerosing action assists growth 
collagen fibres within vascular 
wall and lumen the nodules 
causing shrinkage and scar forma- 
tion and thus negating further 
relapses. 


Supplied suppository ointment 
form. 


Samples and literature request. 


The active ingredients Alcos Anal 


are: 
Sodium salts purified un- 
saturated fatty 11.0% 
Chlorothymol (antiseptic) 0.035% 
Ethyl para-amino benzoate 
BELL CRAIG 
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THE CANADIAN MEDICAL ASSOCIATION 


JOURNAL 
JOURNAL 


L’ASSOCIATION MEDICALE CANADIENNE 


Editorial Office—150 St. George St., Toronto 
General Secretary’s Office—150 St. George St., Toronto 


SUBSCRIPTION RATES 


The Journal supplied paid-up members the 
membership. Medical libraries, hospitals, and indi- 
viduals may subscribe the Journal $12.00 year, 
payable advance. There special rate for medical 
students residing Canada $2.50 year. Subscrip- 
tions and all relative correspondence should 
addressed the Subscription Department, Canadian 
Medical Association Journal, 150 St. George Street, 
Toronto Ontario. 


INSTRUCTIONS CONTRIBUTORS 


Manuscripts original articles, case 
reports, communications, and special articles 
should be/submitted the Editor the 
editorial office, 150 St. George St., Toronto, with 
covering letter requesting consideration for publication 
the Journal. Acceptance subject the under- 
standing that they are submitted solely this Journal, 
and will not reprinted without the consent both 
the Editor and the author. Articles should typed 
one side only unruled paper, double-spaced and 
with wide margins. Carbon copies cannot accepted. 
The author should always retain carbon copy 
material submitted. Every article should contain 
summary the contents. 


The Editor reserves the right make the usual editorial 
changes manuscripts; these include such changes 
are necessary ensure correctness grammar and 
spelling, clarification obscurities conformity 
Journal style. case will major changes made 
without prior consultation with the author. Authors will 
receive galley proofs articles before publication, and 
are asked confine alterations such proofs 
minimum. 


Reprints may ordered form supplied with galley 
proofs. 


References: Authors should limit references published 
work the minimum necessary for guidance readers 
wishing study the subject further. They should not 
quote articles they have never seen. Except review 
articles, the maximum number references should not 
more than 25. References should numbered the 
text and should set out numbered list the end 
the article, thus: 


order: (1) Author’s name and initials capitals. 
Where more than three authors are concerned 
article, only the first should named, with al. 
reference the others. (2) Quarterly Cumulative Index 
Medicus abbreviation journal name. (3) Volume 
number. (4) Page number. (5) Year. 


References books should set out follows: 


S., Textbook Medicine, Jones and Jones, 
London, Ist ed., 30, 1955. 


Illustrations: Photographs should glossy prints, 
unmounted and untrimmed, preferably not larger than 
inches. Colour work can published only 
the author’s expense. Magnification photomicro- 
graphs must always given. Photographs must not 
written typed on. Identification can made 
pasting identifying legend the back. Patients 
must not recognizable illustrations, unless the 
written consent the subject publication has been 
obtained. Graphs and diagrams should drawn 
india ink suitable white paper. Legends all 
illustrations should typed separately from the text 
the article. should not rolled 
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essential patient 
well being 
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relieves local pain, 
soothes throat area 


EXPECTORANT 


facilitates 
expectoration mucus 


The raw, irritated throat and dry, hacking 
cough accompanied typical distress and 
pain become common patient symptoms 
during Winter, Spring and Fall cough 
seasons. 

TERPO-DIONIN relieves even the most 
persistent cough, soothes irritated throat 


Each fluid ounce TERPO-DIONIN contains: 


Calcium mg. 


White Pine Compound base. 
Available bottles oz., oz., oz., 160 oz. 


areas, raises exudates and promotes the 
unbroken rest cough patients need 
much. 

enhance the anodyne action 
TERPO-DIONIN, patients should advised 
tosip each dose, undiluted and 
the back the throat before swallowing. 


YOUR TELEPHONE! 


NARCOTIC product. Pharmacists will 
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MEDICAL NEWS Brief 


(Continued from page 671) 


POSTGRADUATE COURSE 
ARTHRITIS 


The School Medicine, Uni- 
versity Buffalo, sponsoring 
postgraduate course arthritis, 
held April and 1961. The 
course will cover the field 
arthritis and should appeal the 
specialist well the general 
practitioner. Extensive use will 
made case presentations. the 


end each day’s program there 
will panel discussion with the 
speakers panelists. There will 
ample opportunity during this 90- 
minute period for questions. The 
guest faculty will consist five 
outstanding national authorities: 
Dr. Edward Boland, Chief, 
Arthritis Clinic, St. Vincent’s Hos- 
pital, Los Angeles, and Clinical 
Professor Medicine, University 
Southern California School 
Medicine; Dr. Joseph Bunim, 
Clinical Director, 
tute Arthritis and Metabolic Dis- 


Fostex’ 


treats their 


they 


} 


wash 


degreases the helps remove and peels the skin 


Fostex provides the essential actions necessary 
treating acne. washes off excess oil. unblocks 
pores penetrating and softening blackheads. 
dries and peels the skin, removing papule cover- 
ings, thus permitting drainage sebaceous glands. 


Fostex contains Sebulytic®,* combination 
surface-active wetting agents with remarkable anti- 
seborrheic, keratolytic and antibacterial actions... 
enhanced sulfur 2%, salicylic acid 2%, hexa-- 
chlorophene 1%. 

*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- 
fonate and sodium dioctyl sulfosuccinate. 

Your ‘patients will like Fostex because 
simple use. They simply wash acne skin 
times day with Fostex, instead using soap. 


peutic washing the initial tic washing keep the skin 
phase oily acne dry and free blackheads 


Write samples. 


during maintenance therapy. 
Also used relatively less 
oily 


WESTWOOD PHARMACEUTICALS 


Caledonia Road, Toronto 10, Ontario. 
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eases, National Institutes Health, 
Bethesda, and Associate Professor 
Medicine, Johns Hopkins Uni- 
versity; Dr. Russell Cecil, Con- 
sulting Medical Director, The Arth- 
ritis and Rheumatism Foundation, 
New York, and Professor 
Medicine, Emeritus, Cornell Uni- 
versity Medical College; Dr. 
Howard Olley, Consultant 
Medicine (Section Rheumatic 
Diseases), Mayo Clinic, and Pro- 
fessor Medicine, University 
Minnesota Graduate School; 
Dr. Richard Smith, Directcr, 
Department Rheumatology, 
jamin Franklin Clinic, Philadelph:a, 
and Associate Medicine, Uri- 
versity Pennsylvania School 
Medicine. 

The fee for the course 
Cheques should made payab:e 
the University Buffalo and 
forwarded to: Department Post- 
graduate Education, University 
Buffalo School Medicine, 3485 
Main St., Buffalo 14, N.Y. 


CONTROVERSY OVER 
POLIOMYELITIS VACCINE 
PRODUCTION THE USS. 


letter the editor appear- 
ing the January issue the 
Journal the American Medical 
Association, Dr. Hilary Koprow- 
ski Philadelphia, who developed 
the live polio vaccine bearing his 
name, challenged the scientific and 
statistical basis the U.S. Sur- 
geon General’s decision 


August withhold approval 


the Koprowski strain poliovirus 
United States. 

Dr. Koprowski, who with two 
others, Dr. George Jervis and Mr. 
Thomas Morton, 
strain poliovirus 1950, claimed 
that the safety the Koprowski 
vaccine was proved one the 
largest clinical trials the history 
science which the vaccine 
prepared from this virus strain was 
administered nine million per- 
sons with ill effects. This fact 
was apparently disregarded, ac- 
cording Koprowski, the de- 
cision the Surgeon 
which was based tests 235 
monkeys, performed the U.S 
Public Health Service’s Division 
Biologic Standards “with all con- 
testing strains”. 

Koprowski contends that de- 
veloped the attenuated strain 
used man and not monk- 

(Continued page 31) 
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and, moreover, that his strain 
are statistically insignifi- 
the monkey tests. fur- 
government decisions, which 
not based proper evaluation 
scientific data, are prompted 
ither poor choice scientific ad- 
isers cryptic reasoning, and 
decisions 
ould lead development 
inhealthy climate which scien- 
ists will see their contributions 
‘rampled upon administrative 
igencies.” 

Included supporting evidence 
this letter the editor 
published results neurovirulence 
tests monkeys injected with the 
Koprowski and Sabin strains 
attenuated the laboratory 
the Division Biologic Stan- 
dards, and comparative results ob- 
tained with the Sabin type strain 
the laboratory Dr. Joseph 
Melnick Houston, Texas. the 
hasis the results these tests, 
Koprowski contends that the sta- 
tistical difference between results 
obtained the Division Bio- 
logic Standards with both sets 
strains insignificant. 

also questioned the validity 
the monkey neurovirulence test 
the basis that the lots vac- 
cine used had probably been con- 
with monkey virus and 
that dangerous make any 
generalization until can es- 
tablished what way such 
agent may have affected the results 
the tests. 

conclusion commented that 
difficult understand why 
the Sabin type vaccine was the 
only type strain approved, and 
‘ook strong exception this ex- 
clusive endorsement which, felt, 
should protest from indi- 
viduals who believe that fair scien- 
tific judgment should the basis 
for decisions affecting the physical 
welfare man. 


SYMPOSIUM THE 
ALLERGIC CHILD 


“Symposium the Allergic 
will presented Tues- 
day, April 1961, the Depart- 
nent Pediatrics, McGill Univer- 
sity, and the Department Aller 
the Montreal Children’s Hospital. 
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The conference chairman will 


Dr. Alan Ross, Professor 
Pediatrics, McGill University, and 
the moderator will Dr. Harry 
Bacal, Director, Allergy Depart- 
ment, the Montreal Children’s Hos- 

ital. The one-day symposium has 
fundamental and practical interest 
for general practitioners, internists, 
pediatricians, allergists and other 
physicians interested the prob- 
lems the allergic child. 
Through the courtesy Mead 
Johnson Canada Ltd., there will 
not registration fee. 

The morning session will include 
the following papers: “The Nature 
the Allergic Reaction 
Clinical Dr. Bram 
Rose, Montreal; “Differential Be- 
tween Childhood and Adult 
Dr. Cecil Collins-Williams, 
Toronto; “Should the Child Have 
Full Allergic and “The 
Allergic Index”, Dr. Howard 
Rapaport, New York City; “The 
Incidence, Antecedents and Prog- 
nosis Bronchial Asthma Child- 
hood”, Dr. Susan Dees, Durham, 
N.C.; “Presumed Versus Actual 
Causes Bronchial Asthma 
Childhood”, Dr. 
Deamer, San Francisco. 


The papers presented 
the afternoon session, following 
luncheon and 
diagnostic testing various 
methods, will comprise: “The 
Symptomatic Treatment Bron- 
chial Asthma Children”, Dr. 
George Logan, Rochester, Minn.; 
“General Management and Prophy- 
laxis the Allergic Child”, Dr. 
Harry Bacal; “The Dangers 
Long-Term Steroid Therapy 
Allergic Dr. Harry 
Mueller, Boston; and “Food Allergy 
and the Elimination Dr. 
Douglas Jchnstone, Rochester, 
N.Y. 


Correspondence regarding regis- 
tration for the Symposium should 
addressed to: The Montreal 
Children’s Hospital, Allergy De- 
partment, 2300 
Montreal 25, Quebec. 


18th INTERNATIONAL 

CONGRESS PURE 

AND APPLIED CHEMISTRY 

The 18th International Congress 
Pure and Applied Chemistry 


will held Montreal, Quebec, 
from August 12, 1961. 


(Continued page 32) 
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Effective penicillin therapy with 


just one tablet every hours 


because effective treatment 


FAst and Long-Acting PENicillin 
500,000 units potassium penicillin-G per tablet 


avoids need waken inexpensive 


ister penicillin every six eight hours for 
full effectiveness. Studies have shown that 
one “Falapen” tablet every hours has 
controlled scarlet fever, otitis media, phar- 


yngitis and pneumococcal and gonococcal 
infections. 


“FALAPEN” relatively safe; when 
compared with parenteral administration 
penicillin, oral administration associated 
with much lower incidence severe sensi- 
tivity reactions. 


DOSAGE: Adults: One tablet every hours. 
This may increased for very severe infections. 
Bottles tablets. 


Blood levels are ra- 

pidly established imme- 

diate release part the 
penicillin the stomach. 


“Poly- 
mer coating resists 
stomach acid action but dis- 

solves immediately the 

intestine, exposing the peni- 
cillin core. 


are 
maintained slow release 
the intestine penicillin 
from the core. 


*Pat. 1959 


CAUTION: rare instances, the injection penicillin, and more 
rarely still its oral administration, may cause acute anaphylaxis. 
The reaction appears occur more frequently patients with 
bronchial asthma and other allergies, those who have 
previously demonstrated sensitivity penicillin. 


rol. 


anad. 
25, 1961, vol. 


MEDICAL NEWS brief 
(Continued from page 31) 


The third circular issued 
the Congress will outline the 
program invited and 
sectional lecturers, and will supply 
details the ladies’ program and 
the social events planned for dele- 
and their wives. The circular 
will also contain the final registra- 
tion form. Those who wish 
placed the mailing list for the 
circular should write once 
The Secretary, 18th Inter- 
aational Congress Pure and 
Applied Chemistry, National Re- 
search Council, Ottawa. 


AMERICAN COLLEGE 
SURGEONS: 

FIFTH POSTGRADUATE 
COURSE FRACTURES 
AND OTHER TRAUMA 


The Fifth Postgraduate Course 
Fractures and Other Trauma, 
sponsored the Chicago Commit- 
tee Trauma the American 
College Surgeons, will held 
from April 22, 1961, the 
John Murphy Memorial Audi- 
torium, East Erie Chicago. 

The course for 1961 dedicated 
Dr. Edwin Ryerson, eminent 
orthopedic surgeon who was 
leader his field and for man 
years was actively associated 
the Chicago Committee Trauma 
the American College Sur- 
geons. 

The course will presented 
distinguished faculty eleven 
guest speakers and teachers prom- 
inent the fields trauma, from 
the five medical schools, and chiefs 
services from leading Chicago 
hospitals who will discuss all 
phases trauma: injuries the 
head, face, chest, abdomen; genito- 
urinary tract; plastic procedures 
the extremities; skeletal traction 
versus traction; shock; 
the current prevention and treat- 
ment gas gangrene; blood vessel 
injuries; major tendon disruptions; 
acute tendon injuries the hand 
and forearm; ligamentous injuries 
the knee; modern amputation 
techniques; and new treatment 
for suppurative conditions second- 
ary trauma the skeleton. 

There will panel discussions 
athletic injuries, and fractures 
and dislocations the tarsal bones. 
Many types fractures and dis- 
locations will discussed. 
addition, programs, 
consultation periods, panel discus- 


sions, question-and-answer periods, 
and eight presentations concerning 
various types trauma, Friday 
evening, April 21, will also form 
prominent part the program. 


Distinguished visiting speakers 


will Drs. William 


Rochester, Minn.; Bruce Brewer, 
Milwaukee, James Barrett Brown, 
St. Louis; Edwin Cave, Boston; 
Howard Hatcher, Palo Alto; 
Charles Higgins, Cleveland; 
William Littler, New York, Owen 
Miller, Milwaukee; Austin 
Moore, Columbia, C.; Don 
Oklahoma City; and 
Robert Robinson, Baltimore. 


The individual notices physi- 
cians have listed suitable hotels 
Murphy 
The registration fee $75.00. 


Dr. Sam Banks, Chairman 
the Chicago Committee Trauma, 
director the course. Inquiries 
should addressed Dr. John 
Fahey, who Chairman the 
Committee the Postgraduate 
Course Fractures and Other 
Trauma, 1791 Howard St., 
Chicago 26, Illinois. 


SPECIAL BOTTLE 
FOR POISONS 


easily recognizable, six-sided 
bottle heavy blue glass being 
considered standardized con- 
tainer for poisons wherever they 
are sold Canada the United 
States. The Ontario College 
Pharmacy seeking the action 
order reduce the number 
poisonings among 
people who mistake poison for 
medicine. 

Moisley, Registrar, states 
that College officials feel that the 
standardized bottle “will make 
possible for the bottle im- 
mediately recognized sight and 
touch for young children, people 
with limited sight, recent immi- 
grants who read English, illiter- 
ates, and sleepy folk groping 
medicine cabinets the dark”. 

The College’s proposal has won 
tentative approval 
form the international conven- 
tion the American College 
Apothecaries Washington, and 
Ottawa meeting the 
Dominion Medical Council, com- 
prised députy health ministers 
from each province. The proposal 


now before the Food and Drug 


Directorate Ottawa. 


oral 
penicillin 
makes bed 
rest more 
effective, too 


old saw wisely says there only one 
thing all people like that good for 
them: good sleep. True 
enough but even truer for the sick 
who need sleep most. Consider the 
wakened from sound slumber 
additional medication. Sleep inter- 
and, what worse, getting 
back sleep often difficult. 


sustaining therapeutic blood 
levels for hours with single tablet, 
“FALAPEN” permits the patient ob- 
tain needed rest without undue inter- 
ruption. has been shown that the 
administration one tablet long- 
acting oral penicillin (Falapen) every 
units aqueous suspension procaine 
penicillin-G administered once daily 
injection the treatment penicillin- 
sensitive Other 
have also demonstrated the 
prolonged 


Malkin, Canad. M.AJ. 81:553, 1959. 
Grignon, C.-E., and Leboeuf, B.: Médi- 
cale Canada 87:1198, 1959. Hébert, A.: 
Canad. M.AJ. 80:293, 1959. Rocha, H., 
Chalem, and Pena, M.A.: Revista Facul- 
tad Medicina, Universidad Nacional, Bogota, 
Colombia 27:145, 1959. 


FAst and Long-Acting PENicillin 
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